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Abstract
Behavioral parent training (BPT) is considered a frontline intervention for challenging behaviors
in early childhood. Research on outcomes in behavioral parent training include an emphasis on
participant engagement, defined as attendance, cognitive readiness, and task completion (Chacko
et al., 2016; Gearing et al., 2014; Nock & Ferriter, 2005). Barriers to treatment attendance and
engagement include logistical barriers, perceptions that treatment is burdensome or irrelevant,
poor therapeutic alliance, and inaccurate or poor expectations for treatment (Kazdin, Holland, &
Crowley, 1997; Nock & Kazdin, 2001). This case study examined parent engagement and
barriers to treatment in a BPT program called Developing Our Children’s Skills for Success, or
DOCS for Success (Shaffer-Hudkins & Ogg, 2010). This case study of four participants utilized
thematic analysis of focus group discussions and rating scales of reported barriers to treatment
participation and engagement in this BPT program delivered online. Participants in this study
reported challenges with childcare, co-parenting, and practicing skills. They were motivated to
learn new parenting skills, develop parent-child relationships, and connect with other parents.
Participants reported having a positive relationship with the therapist and were satisfied with the
program. They reported a decrease in problematic behaviors although the intensity of these
behaviors slightly increased. Engagement in this program was measured by task completion,
attendance, and cognitive readiness. Practitioners may consider other means to increase
engagement and accessibility in BPT programs. Additional research investigating the benefits
and barriers of online BPT programs and how to increase engagement is recommended.

vi

Chapter One:
Introduction
Disruptive or challenging behaviors in early childhood are related to multiple, adverse
consequences in later development (Burt & Roisman, 2010; Lynne-Landsman et al., 2010;
Masten et al., 2005; Moilanen et al., 2010; Tremblay et al., 2004). In a meta-analysis of studies
from around the world, prevalence of disruptive disorders in children and adolescents was
estimated to be 5.7% (Polanczyk et al., 2015). Children in preschool as young as two years of
age can display challenging or disruptive behaviors (Breitenstein et al., 2009; Tremblay et al.,
2004). Disruptive behaviors are often associated with externalizing behavior disorders such as
attention-deficit/hyperactivity disorder (ADHD), conduct disorder (CD), and oppositional defiant
disorder (ODD). Early challenges with behavior can impact relationships with peers (Burt &
Roisman, 2010; Lynne-Landsman et al., 2010), later academic performance (Burt & Roisman,
2010; Masten et al., 2005; Moilanen et al., 2010), and development of internalizing disorders and
perpetuated externalizing behavior disorders in later childhood and adulthood (Burt & Roisman,
2010; Masten et al., 2005; Moilanen et al., 2010).
Early intervention is crucial to address early-onset disruptive behaviors, as it has been
found to diminish these behaviors and related symptoms (Dishion et al., 2014; Jones et al., 2008)
that can influence children’s developmental trajectories (Moilanen et al., 2010; Tremblay et al.,
2004). One such early intervention for challenging behaviors with a strong evidence base is
behavioral parent training, or BPT (Comer et al., 2013; Eyberg et al., 2008; Kaminski et al.,
2008; Rajwan et al., 2012). BPT is a treatment that focuses on teaching parents of children with
1

challenging behaviors problem-solving skills and positive behavior support strategies to diminish
undesirable behaviors (Comer et al., 2013; Rajwan et al., 2012; Shriver & Allen, 2010). It is
based in research on coercive family cycles in which negative interactions between parents and
children escalate after a child misbehaves and their parent attempts to discipline using harsh or
ineffective practices (Patterson et al., 1984). Through these programs, parents learn skills based
in behavioral theory to effectively teach their children to engage in more desirable behaviors and
decrease disruptive behaviors with preventive and responsive strategies (Kazdin, 2016). Parent
training programs have been found to benefit parents’ well-being by decreasing perceptions of
stress and increasing confidence for at least six months after program completion (Bennett et al.,
2013).
Several behavioral parenting programs have been studied and found effective for
reducing disruptive behaviors in young children, including group-based programs like Incredible
Years and Triple P (Positive Parenting Program), and individual, intensive programs like parentchild interaction therapy (PCIT; Armstrong et al., 2006; Eyberg, 1988; McMahon & Forehand,
2003; Webster-Stratton, 2003; Webster Stratton, 2000). The current proposed study will focus on
a BPT program for school-aged children called Developing Our Children’s Skills for Success
(DOCS for Success; Shaffer-Hudkins & Ogg, 2010). It is an iteration of a parent training
program for families of preschool-aged children called Helping Our Toddlers, Developing Our
Children’s Skills (HOT DOCS) with prior empirical support. HOT DOCS has been found to
increase parent knowledge about behavioral strategies at the end of treatment (Childres et al.,
2011; Childres et al., 2012; Williams et al., 2010) and resulted in reduced reporting of
challenging behaviors (Childres et al., 2012; Williams et al., 2010). Currently, there are no
published studies available on the DOCS for Success program. However, the content of DOCS
for Success is similar to HOT DOCS but geared toward school-aged children. Certified trainers
2

provide sessions that are offered weekly over the course of six weeks. These programs are groupbased and provide parents with strategies related to prevention, intervention, and consequences
to modify their children’s behaviors (Armstrong et al., 2010; Armstrong, Hornbeck, Beam,
Mack, & Popkave, 2006; Armstrong, Lilly, et al., 2006).
An important factor of effectiveness of BPT programs is parent engagement in treatment
(Chacko et al., 2016; Nix et al., 2009; Nock & Ferriter, 2005). Parent engagement is defined as
parents’ attendance, task completion, and cognitive preparedness to engage in learning and
practicing new parenting skills (Becker et al., 2015; Nock & Kazdin, 2001). Engagement has
often been associated with treatment “dose,” and many researchers have studied aspects of
engagement in relation to treatment outcomes (Becker et al., 2015; Chacko et al., 2016;
Duppong-Hurley et al., 2016; Lindsey et al., 2014; Nix et al., 2009). Many of these studies also
suggest interventions for instructors of parent training to implement in order to improve
participant engagement in treatment (Gearing et al., 2014; Ingoldsby, 2010; Lindsey et al., 2014).
Often, these interventions focus on reducing parent’s practical or psychological barriers to
treatment, a construct well researched by Kazdin and colleagues (1996).
Barriers to treatment can include logistical barriers like travel or childcare, participant
perceptions that treatment is not relevant to their needs, or poor relationship with therapists or
instructors (Kazdin, 1996; Kazdin, Holland, & Crowley, 1997; Nock & Kazdin, 2001). Barriers
to treatment are related to factors of parent engagement like attendance, and thus may prevent
access to treatment gains (Kazdin, Holland, & Crowley, 1997). For this reason, it is important for
practitioners and instructors of parent training programs to consider participant access to
treatment.

3

Statement of the Problem
As an evidence-based treatment for early childhood disruptive behaviors, BPT has been
examined in multiple contexts and modalities (Bennett et al., 2013; Eyberg et al., 2008). A large
focus of recent research relates to finding ways to make BPT more accessible to participants,
such as reducing barriers to treatment or increasing treatment engagement (Gearing et al., 2014;
Ingoldsby, 2010; Lindsey et al., 2014). Attrition from BPT programs is a common phenomenon
that prevents participants from benefiting from treatment effects (Chacko et al., 2016; Kazdin,
1996; Kazdin, Holland, & Crowley, 1997). Having high barriers to treatment has been related to
increased attrition from BPT programs (Kazdin, 1996, 2016; Kazdin, Holland, & Crowley,
1997), thus the study of treatment engagement has focused on attempting to reduce these barriers
to increase access to positive treatment outcomes. Definitions of engagement and ways it has
been studied have varied (Chacko et al., 2016). A general consensus is that participant
engagement in treatment is important for optimal treatment outcomes (Chacko et al., 2016; Nix
et al., 2009), but more research to help define this construct would be helpful. A few quantitative
and qualitative studies have examined parent perceptions of engagement (Duppong-Hurley et al.,
2016; Holtrop et al., 2014; Koerting et al., 2013; Salinas et al., 2011; E. Smith et al., 2014), while
research on practitioner experiences implementing parent training programs exists in a smaller
amount (Koerting et al., 2013; Smith et al., 2014). Some researchers have suggested
interventions practitioners can provide to increase engagement, such as finding convenient
locations/times and offering childcare to reduce barriers (Becker et al., 2015; Smith et al., 2014).
Many of these interventions are focused on practitioner implementation and knowledge of
barriers to treatment, but more research is needed to define engagement and examine practitioner
perspectives.
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Theoretical Framework
A large component of behavioral parent-training is based in research on behaviorism and
applied behavior analysis (Cooper et al., 2007). Parents are encouraged to reinforce desirable
behaviors with positive reinforcers (e.g., praise, attention) and reduce undesirable behaviors with
punishment (e.g., removal of desirable stimuli or presentation of undesirable stimuli). In BPT,
parents learn these behavioral principles along with skills to help them determine the functions of
behavior and intervene with preventive, skills-based teaching, or reactive interventions.
Bronfenbrenner’s theory of an ecological systems framework (1979) has resulted in
viewing child development and problem behaviors as not solely occurring on an individual level,
but occurring in the interactions of systems surrounding children. Interventions like BPT aim to
modify family dynamics that may interact with children and their problematic behaviors, versus
viewing these concerns as centered within the child alone. Related to this, dynamics within a
family system may create and exacerbate disruptive behaviors a child may display, as researched
by Patterson and colleagues (1984). In Patterson’s theory of coercive family cycles, a parent’s
ineffective attempts to discipline their child may result in an escalating power struggle that may
end with children learning to obtain what they desire through dysfunctional or aggressive means
(Patterson et al., 1984).
The aim of BPT is to utilize these theories in combination to increase desired behaviors
and reduce undesirable behaviors, disrupting coercive family cycles, and enabling the systems
surrounding children at the closest level, their caregivers, to learn skills that enable them to
positively impact their children’s development. Strategies parents learn in BPT utilize evidencebased theories and enable them to better understand child development and principles of
behavior change. In addition, parents learn strategies used in psychotherapy to help manage their
stress and ability to effectively address challenging behaviors. In order for these outcomes to be
5

attained, parents must engage with and attend treatment. For this reason, research on how
trainers and practitioners can promote engagement in treatment is critical.
Rationale and Purpose of Study
Research on BPT has highlighted the need for further investigation of facilitators to
participants’ engagement in treatment. This investigation examined what DOCS for Success
participants perceived as barriers and facilitators to treatment. Participants were asked about their
experiences in this program and their perceptions of relationships with the trainer and other
participants. Participants reported challenges they experienced engaging in treatment (related to
attendance, task completion, or expressed attitudes). The researcher/trainer reflected on their own
experience attempting to engage participants using evidence-based strategies. Ideas of how to
improve participant engagement in treatment were generated and contributions to research on
this construct are provided. Additionally, this study served to fill a gap in research about
instructors’ perceptions of parent training engagement, perceptions about therapeutic
relationships, and attempts to improve participant engagement.
Research Questions
Research questions for this study were as follows:
1. What barriers to treatment do participants report in an online DOCS for Success
program?
2. What facilitators to treatment engagement do participants report in an online DOCS
for Success program?
3. How does a therapist’s perception of treatment engagement (specifically therapeutic
alliance) compare to those of participants?
4. How effective is an online implementation of DOCS for Success in:
a. Reducing challenging child behaviors
6

b. Increasing participant satisfaction
c. Maintaining engagement through task completion
Significance of Study
The goal of this study was to examine participant engagement and therapeutic
relationships between therapists and families from each of their perspectives. Recent research on
barriers to treatment and engagement in BPT has focused on how to define engagement, the
importance of therapeutic alliance, and how to promote treatment engagement with intervention
(Becker et al., 2015; Chacko et al., 2016; de Greef et al., 2017). Several methods of measuring
engagement and therapeutic alliance were used in this study.
Definition of Key Terms
•

Disruptive, challenging, or problem behaviors are externalizing behaviors such as
aggression, noncompliance, impulsivity, and tantrums that can emerge in early childhood
(Campbell, 1995).

•

Behavioral parent training (BPT) is a front-line treatment for young children with
challenging behaviors in which parents learn problem-solving skills to respond and
prevent challenging behaviors when parenting their children (Shriver & Allen, 2010).

•

Developing Our Children’s Skills for Success (DOCS for Success) is a BPT program
developed for caregivers and professionals working with school-aged children (ShafferHudkins & Ogg, 2010). Participants learn problem-solving and positive behavior
management strategies and complete weekly homework practice of learned skills. This
program lasts 6 weeks and includes lessons on child development, determining functions
of behavior, and teaching children skills to promote desirable behaviors.
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•

Treatment engagement, or participation in treatment, includes factors related to
participant attendance in treatment, their completion of assigned tasks or homework
practice, and their cognitive preparation or willingness to learn and practice new skills
(Chacko et al., 2016; Gearing et al., 2014; Nock & Ferriter, 2005). Engagement in parent
training can be compared to treatment “dose” and is related to change in parent practice
and child behavior outcomes (Becker et al., 2015; Chacko et al., 2016; Duppong-Hurley
et al., 2016; Lindsey et al., 2014; Nix et al., 2009.
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Chapter Two:
Literature Review
Overview
Disruptive or challenging behaviors related to tantrums and aggression are prevalent in
early childhood (Breitenstein et al., 2009; Tremblay et al., 2004). These behaviors can result in
negative outcomes in later development (Bradshaw et al., 2010; Burt & Roisman, 2010; LynneLandsman et al., 2010; Moilanen et al., 2010), thus warranting a need for early intervention
(Breitenstein et al., 2009; Dishion et al., 2014; Waller et al., 2014). Psychosocial interventions
are effective for treating oppositional behaviors in young children (Comer et al., 2013).
Externalizing behaviors related to hyperactivity and impulsivity may be effectively treated with
psychopharmacological treatments. They are more effective for school-aged children compared
to preschool-aged children (Greenhill et al., 2016). Researchers recommend treating disruptive
behaviors in early childhood with psychosocial interventions (Comer et al., 2013). One of the
most effective and evidence-based forms of psychosocial treatment is behavioral parent training,
or BPT (Comer et al., 2013). The DOCS for Success program (Shaffer-Hudkins & Ogg, 2010) is
one such BPT program that can help parents learn to use positive behavioral supports to reduce
challenging behaviors. In order for treatments like BPT to be most effective, parent engagement
is crucial, and researchers have devoted much study to this topic (Becker et al., 2015; Chacko et
al., 2016; Duppong-Hurley et al., 2016; Ingoldsby, 2010; Lindsey et al., 2014; Mah & Johnston,
2008; Martinez et al., 2015; Nix et al., 2009). This emergence of research has resulted in
differing definitions and measures of engagement. Many researchers agree that this topic
9

deserves continued development of clarity and understanding in order to improve parent
engagement and subsequent outcomes of parenting programs (Becker et al., 2015; Chacko et al.,
2016; Duppong-Hurley et al., 2016). Research supporting these topics and literature behind the
focus of this proposed study were reviewed in this chapter.
Disruptive Behaviors in Childhood
Disruptive or challenging behaviors are externalizing behaviors that can include
noncompliance/defiance, aggression, or impulsivity (Campbell, 1995). These behaviors can
occur as early as preschool age and before age two (Breitenstein et al., 2009; Tremblay et al.,
2004), and they are often associated with disorders like attention-deficit/hyperactivity disorder
(ADHD), oppositional defiant disorder (ODD), or conduct disorder (CD). In a review of 41
studies of children and adolescents (up to age 18 years) from 27 countries, the prevalence of
ADHD was estimated to be 3.4% (95% confidence interval 2.6–4.5) and the estimated
prevalence was 5.7% for any disruptive behavior disorder (95% confidence interval 4.0–8.1;
Polanczyk et al., 2015). The Diagnostic and Statistical Manual of Mental Disorders (DSM-5)
includes an estimate of ADHD for children being 5% (American Psychiatric Association, 2013).
Estimates of ODD prevalence range between 1-11%, with the average being 3.3% (American
Psychiatric Association, 2013). Externalizing behaviors associated with these disorders relate to
numerous adverse effects in other areas of life, such as in relationships and academic
achievement (Burt & Roisman, 2010; Masten et al., 2005; Moilanen et al., 2010).
Developmental Trajectories of Early Disruptive Behaviors. Disruptive behaviors in
early childhood can have multiple adverse effects on areas of children’s short- and long-term
developmental trajectories (Bradshaw et al., 2010; Burt & Roisman, 2010; Lynne-Landsman et
al., 2010; Masten et al., 2005; Moilanen et al., 2010; Tremblay et al., 2004). These links between
behaviors in early childhood and later effects on spheres of development are described in the
10

literature as developmental cascades, as these qualities have a “cascading” impact on later
development (Masten et al., 2005). Children who exhibit disruptive behaviors in early childhood
not only continue to display externalizing behaviors in later development (Tremblay et al., 2004),
but also develop internalizing symptoms in later years (Burt & Roisman, 2010; Masten et al.,
2005; Moilanen et al., 2010). These children also tend to develop poor relationships with peers
(Burt & Roisman, 2010; Lynne-Landsman et al., 2010), underperform academically (Burt &
Roisman, 2010; Masten et al., 2005; Moilanen et al., 2010), and tend to engage in high-risk
behaviors later in life (Bradshaw et al., 2010; Lynne-Landsman et al., 2010).
Several studies have examined the developmental trajectories of early disruptive
behaviors with later academic achievement, internalizing and externalizing behaviors, and social
deficits (Burt & Roisman, 2010; Masten et al., 2005; Moilanen et al., 2010). In a longitudinal
study of 205 children spanning from ages 8-12 years to about 30 years, structural equation
modeling was used to examine relationships between externalizing behaviors, internalizing
behaviors, and academic competence over time (Masten et al., 2005). This study resulted in
findings that challenges with externalizing behaviors in early childhood related to poor
academics in adolescence and internalizing behaviors in early adulthood (Masten et al., 2005).
Burt and Roisman (2010) conducted a similar longitudinal study of 1,160 children from ages 54
months to 15 years using structural equation modeling. Externalizing behaviors in preschool
were related to poor academic achievement in first grade and related to internalizing behaviors in
third grade (Burt & Roisman, 2010). Externalizing behaviors in preschool also were related to
reduced ratings of social competence in first grade and internalizing behaviors in fifth grade
(Burt & Roisman, 2010). Lower social competence in third grade was related to externalizing
and internalizing behaviors in fifth grade (Burt & Roisman, 2010). In a study of 291 boys
considered behaviorally at-risk, high levels of disruptive behaviors at 6 and 8 years were related
11

to poor teacher ratings of academic competence at ages 8 and 10 (Moilanen et al., 2010).
Furthermore, low ratings of academic competence at ages 10 and 11 years were associated with
high ratings of internalizing and externalizing behaviors when boys were 11 and 12 years old
(Moilanen et al., 2010). Lynne-Landsman and colleagues (2010) conducted a study of 638 first
grade students followed through high school and found oppositional behaviors in first grade
predicted teacher ratings of peer rejection in third grade. Peer rejection and poor academic
performance in third grade were then significantly associated with seventh grade affiliation with
friends who engaged in substance abuse (Lynne-Landsman et al., 2010). Affiliation with a
substance abusing friend in seventh grade mediated the relationship between peer rejection and
academic achievement in third grade with high school alcohol and marijuana use (LynneLandsman et al., 2010). In another study of 574 children from an urban setting, children
identified as having high aggressive behavior, difficulty with peer relationships, and low
academic achievement in first grade tended to have later problems with conduct, academics, and
peer relationships in adolescence in grades 6 through 9 (Valdez et al., 2011).
In a longitudinal study of 1,137 predominantly African American children, boys with
chronically high aggressive/disruptive behaviors were at a greater risk of high school dropout
compared to boys with low aggressive/disruptive behavioral trajectories (Bradshaw et al., 2010).
Bradshaw and colleagues (2010) also found a higher risk of early pregnancy (by age 19-20) for
girls who displayed chronic aggression/disruptive behavioral trajectories compared to girls
displaying low aggression/disruptive behavioral trajectories. Girls with low moderate
aggressive/disruptive behaviors were at a greater risk than girls with low aggressive disruptive
behaviors for unemployment and pregnancy by age 19-20 years (Bradshaw et al., 2010).
Coercive Parent–Child Interactions. Another cascading influence on children’s
development is their relationship with their caregivers. Coercive patterns of interactions between
12

caregivers and children in early childhood have been associated with aggression and oppositional
behaviors in later development (Smith et al., 2015; Tremblay et al., 2004). In a longitudinal study
of 731 children and families from a multisite, randomized prevention trial of Early Steps,
observed coercive interactions between caregivers and children at age 2 were associated with
oppositional behaviors in children rated by their teachers at ages 7.5 and 8.5 years (Smith et al.,
2015). Tremblay and colleagues (2004) even found that coercive family interactions when
children were five months old strongly predicted having a trajectory of increasingly high levels
of physical aggression a year later. Smith and colleagues (2014) found that coercive parent-child
relationships appear to have a greater effect on disruptive/oppositional behaviors in preschool
that outweighed the influence of challenging behaviors on these coercive relationships.
Alternatively, caregivers’ use of positive behavior supports when their children were two
years old, was associated reduced teacher-rated externalizing behavior problems when their
children were seven years old, as well as higher effortful control, social competence, and
academic skills (Waller et al., 2014). For these reasons, early intervention focused on reducing
these behaviors before they develop in later childhood is ideal (Breitenstein et al., 2009; Burt &
Roisman, 2010; Dishion et al., 2014; Waller et al., 2014). Because of the cyclical dynamics
between parent-child interactions and challenging behaviors, and the widespread impact of
disruptive behaviors on developmental domains, changing the trajectory of challenging
behaviors can have great impact on children’s outcomes in later life.
Prevention and Early Intervention
Just as disruptive behaviors can cause a negative trajectory of cascading influence,
adjusting these behaviors and improving parent-child relationships can have a positive cascade of
effects (Dishion et al., 2014; Waller et al., 2014). Early intervention to address disruptive
behaviors in young children can result in improved outcomes that impact multiple areas of
13

development and life (Tremblay et al., 2004). In the longitudinal study of children in low-income
families from age two to age seven-and-a-half years mentioned previously, Waller and
colleagues (2014) conducted home visits and coded parent use of positive behavior supports.
Analyses using structural equation modeling revealed relationships between greater use of
positive behavior supports and later reduced externalizing behaviors (rated by teachers), higher
academic skills (using parent ratings at age 2 and child-assessed measures at age 7.5), and
increased social competence (starting with parent-child conflict at age 2 and teacher ratings at
age 7.5). By intervening early, children’s developmental trajectories may be altered, preventing
negative effects of early challenging behaviors and optimizing positive development across
domains (Breitenstein et al., 2009; Burt & Roisman, 2010; Dishion et al., 2014; Waller et al.,
2014).
Evidence-Based Interventions for Disruptive Behaviors
Several forms of interventions for disruptive behaviors have been found to be effective
for young children, particularly psychosocial interventions (Comer et al., 2013; Kazdin, 2016).
Some interventions are delivered directly to children, such as cognitive-behavioral therapy or
skills-based training. Other interventions focus on parent-child relationships, either with
individual families or in a group setting. Comer and colleagues (2013) conducted a random
effects meta-analysis on various psychosocial interventions and found that behavioral
interventions, such as BPT, were more effective than non-behavioral approaches, such as family
systems therapy (Hedge’s g effect size = 0.82). Behavioral treatments were effective in reducing
externalizing and oppositional behaviors (Hedge’s g = 0.90, 0.76, respectively) though not as
effective for impulsivity or hyperactivity (Hedge’s g = 0.76). Although some research has been
done on the use of psychopharmacological treatments for ADHD or disruptive behavior
disorders in young children (Gleason et al., 2007; Greenhill et al., 2006), a general consensus is
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that psychosocial or behavioral interventions are recommended as a first-line treatment for young
children with disruptive or challenging behaviors (Comer et al., 2013; Gleason et al., 2007;
Rajwan et al., 2012).
Behavioral Parent Training. Interventions like behavioral parent training are especially
effective interventions for challenging behaviors in early childhood (Kaminski et al., 2008). In a
review of several evidence-based psychosocial interventions for young children with challenging
behaviors delivered directly to children or to parents, authors suggest parent training as a
frontline treatment for young children, whereas older children may be more capable of engaging
in cognitive-behaviorally based treatments (Eyberg et al., 2008). Parents or caregivers are
effective intervention targets because of their close interactions with their children, and often,
disruptive behaviors are sustained by patterns in parent-child relationship (Smith et al., 2015;
Smith et al., 2014). Patterson and colleagues (1984) describe a coercive parenting process in
which inept parenting skills result in irritable parent-child interactions and increasing intensity of
fighting between family members. As arguments escalate, parents may continue to attempt using
ineffective disciplinary strategies, eventually reaching a pinnacle that often results in parents
succumbing to the child’s behaviors, reinforcing the recurrence of these interactions in the future
(Patterson et al., 1984).
BPT is a front-line treatment for young children with disruptive behaviors, as it teaches
parents positive behavioral supports that can help parents prevent and respond effectively to
undesirable behaviors (Comer et al., 2013; Rajwan et al., 2012). In a meta-analysis of 36
controlled studies examining psychosocial treatment options for disruptive behaviors (N = 3,042,
mean age 4.7 years old), the largest effects were found for behavioral treatments (Comer et al.,
2013). Several BPT programs have been found to be effective and evidence-based (Armstrong,
Hornbeck, et al., 2006; Eyberg, 1988; Eyberg et al., 2008; McMahon & Forehand, 2003;
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Sanders, 1999; Sanders et al., 2000; Werba et al., 2006). These programs can be offered to
groups of caregivers or individual families, and they can be organized to address specific needs
or general positive parenting practices. Parent training addresses coercive processes or negative
parenting styles by teaching caregivers to use behavior modification strategies to prevent, teach,
and reinforce desirable behaviors. Research on BPT has demonstrated improvements in parentchild interactions (Schuhmann et al., 1998), parenting stress (Bennett et al., 2013; Schuhmann et
al., 1998), parenting knowledge and self-efficacy (Bennett et al., 2013; Childres et al., 2011;
Schuhmann et al., 1998), and child behaviors (Abikoff et al., 2015; Childres et al., 2011; K.
Jones et al., 2008; Schuhmann et al., 1998).
In a meta-analytic study of BPT programs, significant predictors of treatment effects
related to parenting behaviors and child externalizing behaviors included: in-session practice of
parenting skills with children, teaching emotional communication skills like reflecting and
labeling emotions, teaching positive interactions with children (e.g., use of labeled praise, childdirected play), and emphasizing the importance of disciplinary consistency (Kaminski et al.,
2008). Other strategies were found to be less strongly related to parenting skills and child
behavioral outcomes in isolation, including providing education about child development or
other ancillary services related to teaching children social skills, cognitive skills, or academic
skills (Kaminski et al., 2008). Many BPT programs utilize a variety of these strategies in
combination.
Several effective, well-researched BPT programs include Incredible Years Parenting
Program (Webster Stratton, 2000; Webster-Stratton, 2003), Helping the Noncompliant Child
(McMahon & Forehand, 2003), Triple P: Positive Parenting Program (Sanders, 1999, 2008),
parent-child interaction therapy or PCIT (Eyberg, 1988), and Helping Our Toddlers: Developing
Our Children’s Skills and DOCS for Success (Armstrong, Lilly, et al., 2006; Shaffer-Hudkins &
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Ogg, 2010). Some of these programs are conducted in group settings (e.g., Triple P, Incredible
Years), while others are more intensive and individualized (e.g., PCIT). Common characteristics
of these programs include psychoeducation about behaviors or psychological development of
children, identifying problem behaviors, and teaching strategies to prevent or respond to
undesirable behaviors in order to promote more desirable behaviors. These programs vary in
length and duration, often lasting between 60 to 120 minutes per session and ranging between
one to 28 weeks (e.g., Incredible Years). Some of these programs target children with particular
diagnoses like ADHD or ODD, while other programs are preventive in nature and teach positive
behavior supports for all children. Additionally, programs can be individually administered or
conducted in a group format.
The focus of this study is a manualized parenting program called Developing Our
Children’s Skills for Success (DOCS for Success) for families of school-aged children (ShafferHudkins & Ogg, 2010). The DOCS for Success program is offered to caregivers, relatives, and
professional service providers in a group format offered in weekly sessions for six weeks by a
certified trainer (Shaffer-Hudkins & Ogg, 2010). In the course, participants learn positive
behavior supports that are based in determining the functions of behavior using a problemsolving format and can be implemented as prevention, skills teaching, and reinforcement of
desirable behaviors. Content includes psychoeducation of child development and topics range
from communication skills to academic interventions and school-based supports. It is not
necessary for families attending to have a child with a particular diagnosis, as strategies taught
benefit a range of behavioral concerns. Over the course of this program, participants learn one
specific skill each week they are encouraged to continue practicing and monitoring for
homework in the following week. At the following session, participants have an opportunity to
debrief and obtain feedback on their implementation of each new skill, as well as problem-solve
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as a group potential facilitators and barriers of maintaining use of these skills. This program has
also been adapted and utilized in a Spanish version (Agazzi et al., 2010).
Research on HOT DOCS, the original program DOCS for Success stems from, has
supported its effectiveness in increasing parent knowledge about positive parenting strategies
(Childres et al., 2011; Childres et al., 2012; Williams et al., 2010) and decreasing ratings of
disruptive behaviors (Childres et al., 2012; Williams et al., 2010). Childres and colleagues (2011)
compared a treatment group (n = 47) and a waitlist condition (n =53) of caregivers of children
with disruptive behaviors ages 17 months to 8 years old. These groups were demographically
similar, with the exception of the treatment group consisting of significantly more Hispanic
families (Childres et al., 2011). Comparing pre-intervention and post-intervention ratings,
families in the treatment group had significantly greater reductions in their ratings of challenging
child behaviors and greater knowledge of parenting skills (Childres et al., 2011). Similar findings
resulted from a study using HOT DOCS for 155 families of children with ASD, ages 1.5 to 10
years old (Childres et al., 2012). In a qualitative study examining fathers’ experiences
participating in HOT DOCS, fathers reported they enjoyed the sense of comradery among other
parents and benefited from the group format (Salinas et al., 2011). While they did report some
barriers to participating in treatment related to logistics, fathers reported perceived positive
changes related to their parenting and children’s behaviors (Salinas et al., 2011).
Factors Influencing Treatment Outcomes in Parent Training
Research on factors related to outcomes of psychotherapy involving children and parents
has identified relationships between parent and child factors with treatment outcomes (Kazdin,
1996). A common issue in psychotherapeutic interventions is premature termination or attrition
(Chacko et al., 2016; Gearing et al., 2014; Kazdin, 1996; Kazdin, Holland, & Crowley, 1997).
Some family related risk factors for attrition from treatment include being a young mother, single
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parent, racial/ethnic minority, having low socioeconomic status, displaying antisocial behaviors
(child or parent history), or experiencing high stress or negative life events (Kazdin, 1996). More
child-centered risk factors for attrition include having below average intelligence, parent-rated
high overall symptoms, and poor academic functioning. Families endorsing these factors are at
risk of terminating treatment prematurely (Kazdin, 1996).
Parent Engagement. An important influence of treatment outcomes for parents and
children in BPT is how engaged participants are in treatment (Chacko et al., 2016; Nix et al.,
2009; Nock & Ferriter, 2005). Parent engagement includes attendance, completion of homework
or assigned tasks, and cognitive preparation, or readiness/willingness to learn and practice new
parenting skills (Becker et al., 2015; Nock & Kazdin, 2001). Much research has focused on these
various components of parent engagement, finding diverse outcomes related to relationships
between these variables and treatment outcomes (Becker et al., 2015; Chacko et al., 2016;
Duppong-Hurley et al., 2016; Lindsey et al., 2014; Nix et al., 2009).
Most research on this topic, however, has focused primarily on attendance, the most
commonly measured component of parent engagement in treatment (Gearing et al., 2014).
Attendance is often measured as the number of sessions attended or as a dichotomous variable of
completion/non-completion (drop-out) of treatment based on predetermined criteria (Gearing et
al., 2014). Many researchers have utilized different methods of reporting attendance, some for
example providing percentages of sessions attended or using a more dichotomous
completion/non-completion (Chacko et al., 2016; Gearing et al., 2014). Other measures of
treatment adherence and engagement in psychosocial interventions, specifically BPT, are
emerging (Becker et al., 2015; Gearing et al., 2014; Nock & Ferriter, 2005).
Defining and monitoring participant engagement in BPT has been a challenge in research
(Chacko et al., 2016). Researchers may use varying criteria for program completion, or they may
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be unable to monitor participants that enrolled in treatment but dropped out before the first
session (Chacko et al., 2016). For these reasons, rates of attrition may be higher than what is
reported in most studies (Chacko et al., 2016). Additionally, factors related to exterior barriers to
treatment (Kazdin, Holland, & Crowley, 1997) or parent expectations of treatment (Nock &
Kazdin, 2001) can reduce treatment engagement.
Barriers to Treatment. Barriers to treatment are logistical and cognitive obstacles that
prevent participation in BPT (Kazdin, 1996; Kazdin, Holland, & Crowley, 1997). More
specifically, barriers to treatment include (1) competing stressors that prevent treatment
attendance, (2) perceptions that treatment is not suitable for their child’s needs, (3) having a poor
relationship with the instructor or therapist, and (4) perceptions that treatment is too demanding
(Kazdin, Holland, & Crowley, 1997; Nock & Kazdin, 2001). Another set of potential barriers to
treatment engagement includes psychological concerns (e.g., fear of stigma, distrust) or an
aversion to group formats of treatment, relating to shyness or disliking activities (Koerting et al.,
2013). Smith and colleagues (2014) conducted a qualitative study of parent participant and
practitioners’ experiences in parenting programs. Themes identified from parent participants
were termed psychological barriers, situational barriers, and motivation or capacity to change (E.
Smith et al., 2014). Parent psychological barriers listed included low perceptions of their
parenting self-efficacy, embarrassment about their children’s behaviors, worry about judgement,
or fears of child protective services involvement. Situational barriers listed by parents included
having an unsupportive family or partner, being a single or young parent, or viewing the
locations or times of sessions as inconvenient (Smith et al., 2014). Other situational barriers like
economic difficulty or domestic violence also contributed to challenges with parent participation
(Smith et al., 2014). Parent barriers related to motivation or capacity to change included beliefs
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that their children’s behaviors were not related to their parenting or feeling incapable of making
changes to their parenting.
In a study examining parent dropout from BPT at different time points (before ever
attending sessions or during the program), Chacko and colleagues (2017) found that parents who
never attended treatment after enrolling tended to have lower parenting self-efficacy and
negative attributions about their children’s behaviors compared to parents who attended but then
dropped out or completed treatment. Parents who never attended also were more likely to report
greater barriers to treatment using Kazdin and colleagues’ (1997) Barriers to Treatment Scale
compared to parents who later dropped out or completed treatment (Chacko et al., 2017). No
differences in parent stress or depressive symptoms were found between these groups, however
(Chacko et al., 2017).
When asked about how to improve their motivation to participate in treatment, parents
suggested use of incentives or positive feedback and ensuring parents have realistic expectations
of the program demands and amount of change they could expect to see during the time of the
program (Smith et al., 2014). Themes related to program factors that arose in parent and
practitioner interviews included having an opportunity for parents and practitioners to develop a
relationship or have contact before the parenting program; needing to support the mental health
and life circumstances of parents; customizing support to provide for individual needs of
families; modeling interventions to encourage use of strategies at home; creating realistic
expectations for change of behaviors and progress; increasing communication outside of sessions
(e.g., text message reminders and make-up sessions); and having polarized views about the group
program structure (some feeling it normalized their experiences, others feeling singled out or
different from the group). Themes related to the service or parenting program included
improving advertising and program referrals from outside agencies, as well as features of the
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therapist and therapeutic relationship with parents (Smith et al., 2014). Specifically, parents
wished for providers to have expertise in dealing with challenging behaviors, preferably with
children of their own. They also desired for informal, equitable relationships with therapists that
were supportive and non-judgmental (Smith et al., 2014). These themes relate to direct
application in parenting programs to support parent enrollment and subsequent engagement.
Improving Participant Engagement in Behavioral Parent Training
Some research has been devoted to studying stable factors related to parent engagement
(e.g., demographic factors or environmental stressors), but it would be helpful to focus attention
on malleable risk factors that can prevent parent engagement (Chacko et al., 2017). Often,
barriers to treatment include perceptions of inconvenience (e.g., timing and location of services),
perceptions that treatment is irrelevant or will not be effective, or poor relationships with
therapists (Kazdin, Holland, & Crowley, 1997). Caregivers with low parenting skill efficacy and
maladaptive attributions of their children’s behavior tended to drop out of BPT before ever
attending (Chacko et al., 2017). Some of these barriers to treatment or facilitators of treatment
engagement may be addressed by service providers (Becker et al., 2015; Koerting et al., 2013;
Lindsey et al., 2014).
Several studies have examined strategies or interventions aimed to increase participant
engagement in BPT programs or other forms of mental health services for children (Becker et al.,
2015). In a review of 89 interventions from 40 randomized control trials of children’s mental
health services, Becker and colleagues (2015) evaluated the frequency of strategies used to
increase engagement (including attendance, adherence, and cognitive preparation). Notably, few
of the randomized control trials included in this study measured therapeutic alliance.
Interventions most commonly used in studies that successfully targeted increasing attendance
included: assessment of client needs and strengths; promoting accessibility to treatment (e.g.,
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location, childcare); psychoeducation about services provided; and assessment of barriers to
treatment (Becker et al., 2015). In studies that successfully targeted treatment adherence,
interventions most commonly used included: assigning homework; promoting treatment
accessibility; and assessment of clients (Becker et al., 2015). Studies that were effective in
targeting cognitive preparation frequently utilized: psychoeducation about services, assessment
of clients, modeling of strategies and desirable behaviors; and setting expectations (Becker et al.,
2015).
Another recommendation for increasing treatment engagement is to address cognitive
barriers by providing psychoeducation or promoting “buy in” of treatment relevance to behavior
concerns, and causes of child misbehavior (Martinez et al., 2015). Other recommendations
include clarifying expectations and objectives of BPT with parents before starting treatment and
explicitly discussing parent’s perceptions of their own parenting efficacy or attributions of their
children’s behavior (Chacko et al., 2017). Because these cognitive factors have been found to be
related to whether parents even attend the first session after enrolling, it might be helpful to have
these discussions during intake in order to provide additional supports to parents at risk for
dropping out before the first session (Chacko et al., 2017). It could also be beneficial to consider
increasing access and promotion of services, individually tailoring programs to the needs of
groups (e.g., preferences for group format or individual services), keeping groups homogenous
and non-judgmental (increases trust), increasing instructor knowledge/skills, and matching
instructors to families based on commonalities like parental status (Koerting et al., 2013). In
sum, multiple interventions could be used to target several aspects of treatment engagement for
optimal outcomes.
Research on participant engagement in BPT from practitioners’ perspectives is emerging
(Koerting et al., 2013; E. Smith et al., 2014). Several studies have focused on parent perspectives
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of barriers to treatment attendance or engagement (Duppong-Hurley et al., 2016; Kazdin,
Holland, & Crowley, 1997; Nock & Kazdin, 2001; Salinas et al., 2011). In a review of 12
qualitative studies in which parents or professionals were interviewed about their experiences of
facilitators and barriers of engagement in BPT, Koerting and colleagues (2013) suggest future
qualitative research should be done to compare differences between parent and professional
perspectives in BPT. They specifically note the need for research that synthesizes qualitative and
quantitative as research in this area is still developing.
Summary
Disruptive behaviors are prevalent in early childhood and affect multiple domains of
development and later functioning (Bradshaw et al., 2010; Burt & Roisman, 2010; LynneLandsman et al., 2010; Masten et al., 2005; Moilanen et al., 2010). Some negative outcomes that
are associated with disruptive behaviors in early childhood include underperformance in
academics (Burt & Roisman, 2010; Masten et al., 2005; Moilanen et al., 2010), poor
relationships with peers (Burt & Roisman, 2010; Lynne-Landsman et al., 2010), and risky
behaviors in later life (Bradshaw et al., 2010; Lynne-Landsman et al., 2010). Early intervention
can help offset these negative effects and potentially change developmental trajectories for more
positive outcomes (Dishion et al., 2014; Waller et al., 2014). One of the most effective evidencebased interventions for early childhood challenging behaviors is BPT (Comer et al., 2013;
Eyberg et al., 2008; Webster-Stratton & Hammond, 1997). A fundamental component of BPT
interventions’ effectiveness is participant engagement in treatment (Nix et al., 2009; Prinz &
Miller, 1994). For this reason, efforts to reduce barriers to treatment and increase participant
engagement have become prevalent in research (Becker et al., 2015; Lindsey et al., 2014).
Although several studies have investigated parent perspectives of their barriers to treatment
(Duppong-Hurley et al., 2016; Salinas et al., 2011; Smith et al., 2014), little research currently
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exists that investigates practitioner, or trainers’ perspectives of participant engagement in BPT
(Smith et al., 2014). Additionally, few studies have examined a combination of multiple forms of
parent engagement in BPT, specifically examining nuances of the therapeutic relationship.
Purpose of Current Study
The goal of this study was to provide insight of participant engagement and barriers to
treatment using quantitative and qualitative methods. Although several studies have researched
participant perspectives of their experiences with barriers (Duppong-Hurley et al., 2016; Salinas
et al., 2011), more insight of the professionals’ perspectives or their interactions with participants
may benefit future attempts to implement interventions targeted to help increase engagement.
Research focused on therapeutic alliance as a part of parent engagement in BPT and perceived
barriers to treatment is emerging (Kazdin & McWhinney, 2017). Additionally, the format of
DOCS for Success involves trust among participants in order to share their personal experiences
as part of their skills development, and their relationship with trainers leading these discussions
likely influences this aspect of engagement. This is not an area that has been well researched
prior to this study, and the aim of this study was to develop an understanding of how these
interactions between parents and trainers may influence their engagement in the program.
Findings from this study will contribute to the emerging literature in this area of promoting
participant engagement in parent training.
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Chapter Three:
Method
Introduction
This case study examined instructor and participant perspectives of the behavioral parent
training course DOCS for Success. Previous research has investigated parent perspectives of
their experiences of engagement and barriers to treatment while participating in BPT programs
(Duppong-Hurley et al., 2016; Koerting et al., 2013; Nix et al., 2009; Salinas et al., 2011).
Strategies to make treatment more accessible or relevant for parents may be effective for
improving parent engagement in parent training (Becker et al., 2015; Ingoldsby, 2010; Lindsey et
al., 2014; E. Smith et al., 2014). Few studies have examined instructor or trainer perspectives of
parent engagement and whether they have attempted using these interventions or have found
other methods to be effective for improving parent engagement (Duppong-Hurley et al., 2016;
Koerting et al., 2013; E. Smith et al., 2014). Furthermore, the construct of engagement in
treatment has been measured in a variety of ways, and other factors of parent training like
therapeutic alliance are becoming better defined through research (Kazdin & McWhinney,
2017). This aim of this study was to examine how parent engagement, therapeutic alliance, and
barriers to treatment contributed to participants’ attendance and treatment outcomes in an online
BPT program.
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Research Questions
Research questions for this study were as follows:
1. What barriers to treatment do participants report in an online DOCS for Success
program?
2. What facilitators to treatment engagement do participants report in an online DOCS
for Success program?
3. How do a therapist’s perceptions of treatment engagement compare to those of
participants (particularly therapeutic alliance)?
4. How effective is an online implementation of DOCS for Success in:
a. Reducing challenging child behaviors
b. Increasing participant satisfaction
c. Maintaining engagement through task completion
Research Design
A case study approach was used to explore instructor and participant perceptions of
caregiver engagement in a DOCS for Success parent training course. Robert Yin (2018) defines a
“case” as a unit of analysis, which can be an individual or “some event or entity that is less well
defined than a single individual” (p.23). This can include groups, programs, or organizations.
Sharan Merriam (1998) and Louis Smith (1978) consider cases to be a “bounded system” that is
a contained to a clearly defined phenomenon versus a more abstract process. The goal of case
studies is to generalize to theory versus generalizing statistically to populations. A mixture of
quantitative and qualitative data from multiple sources and perspectives can be triangulated to
evaluate contexts of studied topics (Yin, 2003).
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Data analyzed in this study included quantitative measures and rating scales as well as
qualitative feedback from participants and the trainer. Multiple sources of data related to parent
engagement and barriers to treatment were triangulated to provide a rich perspective of parent
engagement and the varying definitions examined in extant literature. The primary investigator
of this project instructed the courses and provided first-person perspective of her experiences
with parent engagement, in addition to obtaining quantitative ratings and qualitative feedback
from participants. Prior research on participant engagement in BPT has included measures of
attendance, cognitive readiness to change, and task/homework completion (Becker et al., 2015;
Nock & Kazdin, 2001).
Theoretical Orientation
A case study approach was used to investigate instructors’ and participants’ experiences
in DOCS for Success throughout the process of recruiting and teaching participants. This method
of case study research is based on the work of Robert Yin, and this approach was selected to help
explain behavioral events in a contemporary context in which little can be controlled by the
researcher (Yin, 2018). This study utilized quantitative and qualitative data sources including
rating scales completed by participants and the trainer, discussions with participants, and
journaling to triangulate data. Qualitative data were obtained from the participant discussions
and the instructor’s journal entries. Quantitative data from rating scales were analyzed by
comparing means and graphing trends over time using single-case design.
Researcher Reflexivity
The primary investigator was trained in DOCS for Success and taught previous courses.
As a graduate student in a school psychology program with a primary emphasis on cognitivebehavioral and ecological frameworks, teaching a BPT course aligns with these theories. The
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primary investigator is not a parent herself, but has several years of experience working with
children and families in school and clinical settings.
Participants and Setting
This course was offered to families via social media blasts and referrals from surrounding
public school districts and community organizations. Information about the class was distributed
via email, flyers, social media, and by school faculty/staff (see Appendix A for a copy of the
recruitment flyer). Potential participants were asked to email the primary investigator if they
were interested or had questions about the course. A screening interview was used over the
phone to ensure potential participants meet eligibility criteria (see Appendix B).
Based on sizes of cohorts in other DOCS for Success classes and expectations for
possible attrition, seven parent participants were recruited and four of those participants
completed the study. According to a review of attrition in BPT programs, it is estimated that
about 26% of participants start programs but drop out some time after attending the first session
(Chacko et al., 2016). The three families who did not enroll in this study were contacted in an
attempt to schedule the course and either did not respond to these contacts or stated their
schedules had changed and they were no longer available to participate. Behavior data were
analyzed to look at treatment efficacy over time per family. Additionally, the class cohort was
studied as a case, or “unit,” to examine constructs of barriers and facilitators of treatment
expressed by the group. Participation in this study was voluntary and parents were asked to
complete various measures over the course of treatment for monitoring purposes. This program
was made available to parents for no cost, allowing families of diverse income levels to
participate.
Inclusion criteria were as follows:
a) Caregivers/guardians (biological or adoptive) of school-aged children ages 5 to 12 years.
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b) Caregivers must be at least 18 years old.
c) Must have participated in DOCS for Success program for at least one session and
complete initial measures.
Exclusion criteria follow:
a) Non-custodial family members of children or professionals who may have participated in
the DOCS for Success program related to their professional role.
b) Caregivers of children currently involved with the child welfare system.
c) Participants who enrolled but did not attend any sessions or complete any measures.
d) Participants who revoked their consent for the primary investigator to use their data.
Demographic characteristics of this study are summarized in Table 1. This study’s sample
consisted of four mothers ages 33 – 42 years (M = 37.75, SD = 4.03). Their children of focus for
this class ranged from ages 4 to 10 years (M = 6, SD = 2.83). Two participants identified as
African American/Black (50%), and two participants identified as Caucasian/White (50%).
Three participants were married (75%) and one was divorced (25%). One participant earned a
high school or equivalent college degree (25%), one participant earned a four-year college
degree (25%), and two participants earned graduate degrees (50%). Three participants were
employed (75%) and one participant was unemployed (25%). Three participants were biological
parents of their child of focus (75%) and one was a stepparent (25%). One participant was the
sole caregiver in the home (25%), two participants had one additional caregiver in the home
(50%), and one participant had an additional two caregivers in the home (25%). Three
participants had two children in their home (75%) and one participant had three children in the
home (25%). Two of the children of focus were enrolled in voluntary pre-kindergarten (50%)
and two children were enrolled in elementary school (50%). Two of these children were reported
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to attend school in-person (many schools were offering hybrid or virtual learning during the time
of data collection for this study as a result of the COVID-19 pandemic). Three children had not
received prior therapy or services (75%). One child had received speech therapy, occupational
therapy, early intervention supports through Early Steps, and received an individualized
education plan for school (IEP).
Table 1
Sample Demographics
Demographic Variable
Total Participants
Female
Ethnicity
African American/Black
Caucasian/White
Marital Status
Married
Divorced
Highest Level of Education
High School or Equivalent College Degree
Four-year college degree
Graduate degree
Employment
Employed
Unemployed
Relationship to child
Biological parent
Step-parent
Number of additional caregivers in home
0
1
2
Number of children in home
2
3
Child receiving therapies/services
Yes
No
Child school enrollment
Voluntary Pre-Kindergarten (VPK)
Elementary School
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n
4
4

%
100
100

2
2

50
50

3
1

75
25

1
1
2

25
25
50

3
1

75
25

3
1

75
25

1
2
1

25
50
25

3
1

75
25

1
3

25
75

2
2

50
50

Data Collection
Data were collected from several sources using a variety of methods. Participants were
asked to complete several rating scales before and throughout treatment related to their
children’s levels of externalizing behaviors, parents’ perceived barriers to treatment, and their
perceptions of alliance with the therapist providing instruction. Attendance data were recorded as
the number of sessions each participant attended.
A list of measures that were used in the proposed study, along with the proposed timeline these
data were collected, is displayed in Table 1. The length of time it was estimated it would take
participants to complete these measures and the amount of time per session that was allotted to
measure completion is included in Table 2. Measures that needed to be completed by the first
session (Demographics form, ECBI) were emailed to participants in advance to complete prior to
the first session. If they did not complete these measures prior to arriving, they were asked to
complete them during Session 1. Measures were completed via online administration using a link
emailed to participants. The ECBI were administered online using PARiConnect and other
measures were administered using Qualtrics. Measures for each week were emailed to
participants two days prior to the session meeting time. If participants did not complete these
measures before the meeting, they were reminded to complete them during the meeting. A
follow-up email reminder was sent after this session and the following day if measures were still
not completed. At times, participants would respond and complete these measures, and other
times these reminder attempts were unsuccessful and no response was received.
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Table 2
Measures Used in Study
Variable

Data Collection Method

Participant
Demographics

Demographic Questionnaire

Timing of Data
Collection
Pre-intervention

Intervention Fidelity:
Behavior Change

Eyberg Child Behavior Inventory (ECBI)
Parent homework completion
Discussions with Participants

Every 2 weeks
Weekly
Mid-/post-intervention

Intervention Fidelity:
Course Content

Session Fidelity Checklist

Weekly

Therapeutic Alliance

Discussions with Participants
Therapist Journal

Mid-/post-intervention
Weekly

Engagement

Discussions with Participants
Homework completion
Session attendance (count)
Trainer perceptions of participant
engagement (journal)
DOCS for Success Program Evaluation
Survey

Mid-/post-intervention
Weekly
Weekly
Weekly

Barriers to Treatment Participation Scale
Discussions with Participants

Post-intervention
Mid-/post-intervention

Barriers to Treatment

Post-intervention

Table 3
Estimated Completion Time for Data Collection
Number
of Items

Demographics
ECBI
Barriers to Treatment
DOCS Program Eval
Discussions
Homework
Completion
Total Minutes per
Session

13
36
48
16
4
3

Estimated
Time
(minutes)

8
10
15
5
10-15
1

By
Week
1

X
X

18
33

Week
2

Week
3

X

Week
4

X

Week
5

X

Week
6

X

X

X
X

X

X

X
X
X

10

15

10

15
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Measures
Demographics Form. Demographic information was obtained from participants using a
form including questions about their socio-economic status, parenting status (e.g., biological,
adoptive, foster parent), marital status, age, receipt of other services for their child, child age, and
child diagnosis. This provided statistical data to describe the study sample. Participants were
asked to complete this form upon enrolling in the course via an emailed link to a Qualtrics
survey. Please see Appendix D for a copy of this demographic form.
Eyberg Child Behavior Inventory. The Eyberg Child Behavior Inventory (ECBI;
Eyberg & Pincus, 1999) is a questionnaire of 36 externalizing behaviors for parents of children
ages 2-16 years to report frequency and perceptions of how problematic they perceive their
children’s behaviors. Intensity (or frequency) of behaviors is indicated on a 7-point scale. The
Problem scale includes yes/no responses to whether these behaviors are perceived to be a
problem. The clinical cutoff score for intensity is 132 and for problem is 15 (Eyberg & Pincus,
1999). In a study of 2,527 parents of youth ages 2-17 years (86% Caucasian, 8% Asian, 3%
African American, 2% Hispanic, and 1% American Indian), internal consistency alphas for the
Problem score was .92 for girls and .91 for boys, and for Intensity scores, .93 for girls and .94 for
boys (Burns & Patterson, 2001). The correlation between the Problem and Intensity scores for
the total sample was .74 (Burns & Patterson, 2001). Scores on the ECBI correlate with scores on
externalizing behaviors of the Child Behavior Checklist (CBCL; Achenbach & Edelbrock, 1983)
with regard to the Problem score (r = .67, p < .001) and Intensity score (r = .75, p < .001) in a
study of 159 children ages 4-16 years (Boggs et al., 1990). In a sample of 32 children ages 2 to 6
years, test-retest reliability was stable after 10 months for Intensity and Problem scores (r = .75,
p < .001; Funderburk et al., 2003). The ECBI is attached in Appendix E.
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DOCS for Success Integrity Checklist. To evaluate the integrity of DOCS for Success
sessions conducted in this study, an integrity checklist from HOT DOCS (Armstrong et al.,
2006) was modified to apply to the DOCS for Success curriculum. One checklist was created for
each of the six sessions offered with a Yes/No response for each item of key topics/learning
concepts. Some of these topics include reviewing homework, answering questions about content
discussed the week prior, discussing psychological theories, teaching new parenting skills, and
assigning new homework. The primary investigator completed this checklist at the conclusion of
each session. This checklist can be found in Appendix F.
Barriers to Participation in Treatment Scale. The Barriers to Participation in
Treatment Scale (Kazdin, Holland, Crowley, & Breton, 1997) has been used as a rating scale for
parents to indicate the obstacles and stressors that may prevent them from participating in or
attending treatment. It includes 58 items rated on a 5-point scale (1= never a problem, 5 = very
often a problem). Some items relate to treatment demands, logistical issues, perception of
treatment relevance, and parent relationship with therapist. There are four subscales: (1) stressors
and practical obstacles preventing attendance (20 items), (2) demands of treatment (10 items),
(3) perceived treatment relevance (8 items), and (4) relationship with therapist (6 items). An
additional 14 items are binary (yes/no responses) to indicate presence of critical life events. The
BTPS was modified for this study to make it more pertinent by changing wording and
eliminating irrelevant items. Some items on the BTPS relate to barriers with children coming to
sessions, transportation, or with billing for services which were not relevant to the treatment
provided in this study (therefore omitted items 1, 2, 9, 10, 13, 17, 23, 27, 31, 37, 39, 46, 47).
Additionally, references made to “treatment” were replaced by “classes” or “the program,”
“therapist” were replaced by “trainer,” and questions about the effectiveness of treatment for
“my child” were changed to “my family.” Additionally, this scale included three additional items
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related to technology from the modified version of the BTPS created by Ingersoll, Shannon,
Berger, Pickard, and Holtz (2017) for telehealth. A copy of the full measure is included in
Appendix I.
Attendance. Attendance was recorded each session. This variable was calculated as the
number of sessions participants attended (range = 1-6). If participants did not attend any
sessions, they would have been excluded from the study. Three of the four participants (75%) in
this study attended all six sessions offered. One of the participants (25%) missed session two
(due to forgetting about the class) and session six (due to illness and had given prior notice that
day).
Homework completion. Participants were assigned skills learned in class to practice
each week. Participants completed a Qualtrics survey to report how many days that week they
were able to practice skills, the average minutes per day they spent on these activities, and how
difficult they perceived the required task of completing homework. The focus of this practice
included five parenting skills over the course of the program: using positive words, catching their
children being good, using a calm voice, using preventive strategies, and following through.
DOCS for Success Program Evaluation Survey. As a measure of participants’
satisfaction with the DOCS for Success program, they were asked to complete a program
evaluation survey at the end of treatment (last session). This survey was developed by the
authors of DOCS for Success (Shaffer-Hudkins & Ogg, 2010). This survey included 16 items
about the benefit of the program for families, participants’ ability to practice strategies taught,
meeting their expectations for treatment, and how helpful various components of the class were
for participants. A copy of this survey is included in Appendix K.
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Qualitative Data Collection
Participant discussion. Discussions were conducted at the beginning of two class
sessions (session 3 and session 6) for approximately 10-15 minutes. Participation in these
discussions and the recording of sessions was discussed when consent to participate in this
research was obtained. Before these discussions, participants were reminded that their
participation was voluntary. During these groups, participants were asked a variety of questions
intended to obtain open-ended, conversational, and genuine responses related to their perceptions
about their barriers to treatment (attending sessions, completing homework, learning/applying
skills), cognitive readiness to learn new skills, and how they perceive their therapeutic
relationship with the therapist. These sessions were recorded and transcribed for thematic
analysis. A sample of the discussion script is included in Appendix G.
Self-reflection/field notes from therapist. The therapist took weekly notes about her
perceptions of participants’ barriers to treatment and engagement, her attempts to improve
engagement or minimize barriers, and her perceptions about relationships with the group of
participants as a whole. This provided anecdotal and qualitative information that could be
compared to quantitative measures of the constructs of interest. Additionally, data from this
journal was triangulated with qualitative information provided by participants during
discussions. The researcher/therapist also used this journal as a prompt to examine her reflexivity
or any additional information that may have impacted delivery or the experience of
implementing this intervention. A sample of journal prompt questions the researcher answered
each week is included in Appendix H.
Procedures
Recruitment. Prior to beginning data collection, this study proposal was approved by the
Division of Research Integrity and Compliance Institutional Review Board (IRB) at the primary
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investigator’s university. Recruitment flyers were distributed via social media blasts from the
researcher and local parenting groups and practitioner offices. Potential participants who
expressed interest and provided an email address to the PI were sent a link to a Qualtrics survey
that included a consent form with an agreement to waive signed consent and interpret proceeding
to the survey as consent. In this form, participants were informed of their rights as participants,
including the voluntary nature of their involvement, potential benefits and risks to their
participation, and their right to withdraw from the study at any time without penalty. A
Demographics Form and rating form of their children’s behavior (Eyberg Child Behavior
Inventory) were administered during this initial questionnaire.
After a group of families meeting preliminary criteria expressed interest in participating
in this offering of DOCS for Success, an email was sent to them to gauge desired or available
times to meet. The PI attempted to schedule this class at a time that met most of these families’
preferences. Recruitment for this study began in late July 2020 during the COVID-19 pandemic.
During this time, many families were uncertain about whether their children’s education would
take place virtually or in-person in the fall. Recruitment ended in September 2020. Seven total
potential participants contacted the PI with interest in taking the course and participated in the
initial screening interview. One of these individuals did not meet inclusion criteria, as their son
was older than the specified age range for this study. Three potential participants expressed
interest in attending the DOCS for Success course, but when offered a time that they had
reported in the summer to fit in their schedules, were unable to attend any sessions because of
changes in schedules due to the fall. Several had been recruited in the summer but due to waiting
on participants to enroll to meet the minimum recruitment number, classes were not scheduled to
start until early October. Several parents reported conflicts such as resuming their children’s
extracurricular activities. This researcher attempted to contact these participants to offer another
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day/time but did not receive any response. As a result, this BPT study was completed with four
participants enrolled. When considering the number of potential participants who expressed
interest in attending and met inclusion criteria for the study (n = 7), the pre-treatment attrition
rate for this study was 42.9%.
Prior research on attrition rates in BPT defines premature termination from treatment as
referring to any participants who began attending the class and did not finish the full program
(Nock and Kazdin, 2001). A review of attrition in BPT programs by Chacko and colleagues
(2016) estimated that 26% of participants start programs but drop out some time after attending
the first session. All participants who attended the first session of this study completed the
program (only one participant had any absences – one absence due to forgetting the class was
scheduled and another time due to illness).
Screening. After caregivers expressed interest in participating in this offering of DOCS
for Success, they were asked to complete a brief questionnaire over the phone to screen their
eligibility to participate. A copy of this script can be found in Appendix B. Respondents to this
survey needed to be parents/guardians of the children they were referring to in the class. They
also were asked how they learned about the course, their preferred method of contact, and the
age(s) of their child(ren). During this initial encounter, consent for participation in this study was
discussed. Potential participants were emailed a link to a survey with an informed consent page
outlining conditions of consent and rights of participants. The informed consent page also
included a waiver of signature. If participants agreed to participate in the study, they could
proceed to complete the online survey.
Intervention. The course was given in six sessions, one session weekly for about 2 hours
and 15 minutes each session online via Microsoft Teams (a HIPAA compliant platform offered
through the PI’s university). Microsoft Teams allows participants to view and listen to
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instruction remotely and speak with one another. Participants were sent a PDF of the program
manual that included PowerPoint slides (with a watermark stamp) to review. After the first
session, the first 10 minutes of each class were spent discussing participants’ homework practice.
This group discussion provided opportunity for participants to share motivators and challenges to
practicing new skills learned in class. This also provided an opportunity for problem-solving to
facilitate continued practice of new skills. The remainder of class was spent on didactic
instruction in a group format with opportunities for participation/group problem-solving. As new
content was discussed, participants had opportunities to discuss the relevance to their own
parenting or ask questions to aid their understanding. Participants were then assigned homework
that included practicing each new skill per week. They reported how much of this practice they
were able to complete each week on a Qualtrics survey.
Sessions of DOCS for Success focus on a range of topics that include typical child
development and origins of behavior, skills to prevent and respond to challenging behaviors,
promoting academic success and navigating school systems, and stress management and selfcare. The program orientation of behaviorism encourages parents to determine the functions of
challenging behaviors using problem-solving methods and intervene with responses that
correspond with these functions. The program also emphasizes the importance of building
relationships between parents and children using positive behavioral practices (e.g., labeled
praise, quality play time that follows the lead of children and encourage interpersonal
interaction). A list of weekly session topics is displayed in Table 4.
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Table 4
DOCS for Success Session Content per Week
Session

Topic Overview

1

Child Development and Behavior

2

Implementing Preventions

3

Teaching New Skills

4

New Responses for Behavior

5

Promoting Your Child’s Education

6

Family Stress and Coping

Intervention Fidelity
The primary investigator completed fidelity checks using the DOCS for Success
treatment manual to ensure the DOCS for Success program was delivered with fidelity and
consistency. For Weeks 1-6, sessions were completed with 100% fidelity. One modification was
made to the usual program procedures. Because this study was conducted virtually, the group did
not review the homework tracker document in the manual during class time. Instead, the group
discussed their experiences completing the homework each week in class and reported their
homework completion on a weekly Qualtrics survey.
Data Analysis
This study utilized a convergent mixed method design in which quantitative and
qualitative data were used in parallel to measure similar constructs (Creswell & Creswell, 2018).
Multimodal qualitative data (e.g., discussions, field notes) were recorded and transcribed. Videos
of focus group sessions were digitally transcribed using automated transcription software
(Microsoft Stream). These transcriptions were analyzed thematically using procedures similar to
those outlined by Robert Stake (1995). The therapist/researcher took notes throughout the study
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and jotted down potential ideas for themes and connections between data sources as they were
collected. As more data sources were collected, themes were reviewed and refined as needed to
account for patterns in the data and applications to other contexts. If needed, video recordings of
these discussions were reviewed as well to assess non-verbal cues or emotions conveyed by
participants. This was used occasionally in situations where the transcript was unclear or when
interpreting cues of engagement beyond spoken words, such as noting agreement from other
participants related to a comment. Participants were sent a copy of transcriptions of their
discussions to confirm accuracy if they were interested. Field notes recorded by the researcher
after each class also were analyzed for themes that may relate to participant discussions or
present unique themes. Transcripts and field notes were compared and triangulated to determine
similarities between topics brought up in discussions by participants and perceptions of the
therapist. This was done by noting themes that emerged from each source independently, then
comparing whether shared themes emerged across sources. In several instances, similar themes
emerged, and the researcher determined whether they were similar enough to be labeled a
common theme or whether nuances between themes warranted different labels.
Data from quantitative measures were analyzed statistically by calculating descriptive
statistics (e.g., mean, standard deviation, minimum and maximum scores) and compared to
determine any changes over time between pre- and post-intervention scores or scores of sessions
over time. Measures with pre- and post-intervention data collected such as the ECBI were
analyzed using visual analyses from single-case design to compare scores over time. When data
were available for multiple time points, a trendline was calculated to determine any change over
time by noting the slope of this trend. This was done for individuals with multiple time points of
data available. General trends for the group were noted by looking at clusters of scores and
comparing any change over time. The ECBI was administered approximately every two weeks
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(prior to sessions 1, 2, 4, and 6). These data were graphed and analyzed per family and
collectively across the group to assess trends over time. For participants with multiple data
points, trendlines were calculated between data points to determine the direction of any changes
over time. Descriptive statistics were reported for the Barriers to Treatment Participation Scale.
Table 5 lists research questions of this study, the measures selected to address each question, and
the analysis for each.
Table 5
Research Questions and Data Analysis
Research Question
1. What barriers to treatment
do participants report in an
online DOCS for Success
program?

Data Collection
Barriers to Treatment
Participation Scale
(Stressors/obstacles, treatment
demands, relevance, therapist
relationship subscales)
Discussions
Therapist Notes

Analyses
Descriptive statistics (means,
standard deviation, minimum
and maximum scores)
Thematic analysis
Thematic analysis

2. What facilitators to
treatment engagement do
participants report in an
online DOCS for Success
program?

Discussions
Barriers to Treatment
Participation Scale
(Perceptions of Relevance
subscale)

Thematic analysis
Descriptive statistics (means,
standard deviation, minimum
and maximum scores)

3. How does a therapist’s
perception of treatment
engagement (specifically
therapeutic alliance)
compare to those of
participants?

Discussions
Therapist Notes
Barriers to Treatment
Participation Scale (Therapist
Relationship)

Thematic analysis
Thematic analysis
Descriptive statistics (means,
standard deviation, minimum
and maximum scores)

ECBI

Single-case design visual
analysis of trend

4. How effective is an online
implementation of DOCS
for Success in:
a. Reducing challenging
child behaviors
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Table 5 (Continued)
Research Question
b. Increasing participant
satisfaction
c. Maintaining
engagement through
task completion

Data Collection
DOCS Program Evaluation
Survey

Tip Trackers homework
Attendance

Analyses
Descriptive statistics (means,
standard deviation, minimum
and maximum scores)
Descriptive statistics (means,
standard deviation, minimum
and maximum scores)

Ethical Considerations
Prior to beginning data collection, IRB approval from the primary investigator’s
university and a letter of permission from a local school district recruitment source were
obtained. Consent was obtained from participants prior to beginning the intervention. Participant
codes were assigned to each participant to protect their identities. Digital data were
confidentially kept on a password-protected cloud-based drive provided by the PI’s university.
Please see Appendix C for a copy of the informed consent form.
An ethical consideration was the potential dual role of the researcher and instructor. This
was managed by including reflection about roles in disseminating research and maintaining the
best interest of participants as a practitioner above attempting to maintain their involvement for
the purposes of this research study. Participants were informed of the voluntary nature of their
involvement in this study, and the role of the instructor was discussed. Participants also signed
consent acknowledging their understanding that their role was completely voluntary, and they
could withdraw from the study at any time without penalty.
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Chapter Four:
Results
Overview
This chapter presents results of this study organized by research questions and related
analyses. Research Question 1 related to what barriers were reported by participants and was
analyzed using the BTPS, focus group discussions, and therapist notes from sessions. Research
Question 2 related to facilitators to treatment engagement and was analyzed using the BTPS and
focus group discussions. Research Question 3 related to perceptions of therapeutic alliance and
was analyzed using the BTPS, focus group discussions, and therapist notes. Research Question 4
examined trends in child behaviors reported on the ECBI, participant satisfaction on the DOCS
Program Evaluation Survey, and engagement as measured by reported task completion and class
attendance.
Barriers to Treatment
Research Question 1. What barriers to treatment do participants report in an online
DOCS for Success program?
Data from participants related to barriers to treatment were collected using the Barriers to
Treatment Participation Scale, focus group discussions, and therapist notes from class sessions.
Barriers to Treatment Participation Scale. The Barriers to Treatment Participation Scale
(Kazdin, Holland, Crowley, & Breton, 1997) was completed by all four participants. On this
measure, responses are indicated on a 5-point scale, with higher scores indicating more
problematic barriers. An exception to this is yes/no responses for the Critical Items domain.
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When averaging responses on 5-point items related to the presence of barriers the average
response per item for this sample was 1.14 (SD = 0.19). When examining items with the highest
means, the most reported barriers were: “My child's behavior seems to have improved; therefore,
the program no longer seems necessary” (M = 1.8, SD = 0.5), “During the course of classes I
experienced a lot of stress in my life” (M = 1.5, SD = 0.6), and “The program took time away
from spending time with my children.” (M = 1.5, SD = 1). On this last item, the highest rating of
barriers was endorsed by one participant as (“sometimes a problem”). Across all other items the
highest level of endorsement of a barrier was “once in a while.” None of the critical items related
to major life events or stressors were endorsed by this sample. One respondent commented
wanting to have access to recorded sessions to review at convenient times. Table 6 displays the
overall means, standard deviations, minimum/maximum scores, and number of items for each
BTPS scale used in this study.
Table 6
Barriers to Treatment Participation Scale Results

BTPS Subscales
Stressors/Obstacles
Treatment Relevance
Relationship with
Therapist
Treatment Issues
(Logistics)
Technology
Critical Events*

Number
Item
of
Mean
Total
Standard
Items (subscale Subscale
Deviation
M/#
Mean
items)
13
1.19
15.5
2.08
8
1.19
9.5
1.29

Minimum Maximum
Subscale
Subscale
Score
Score
13
8

18
11

3

1.00

3.0

0

3

3

6

1.08

6.5

1.0

6

8

3
12

1.00
0.0

3.0
0.0

0
0

3
0

3
0

* All subscales except for Critical Events were rated on a 5-point scale, 5 indicating a barrier was highly
problematic. Critical events were answered with either yes (1) or no (0).

Focus Group Discussions about Treatment Barriers. Participants were asked to discuss
their barriers to participating in the class during two focus groups (Week 3 and Week 6).
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Thematic analysis of transcripts from these focus groups yielded a theme related to the
accessibility of the program that fell into the following subtheme categories: childcare,
coparenting, increasing accessibility of course content, and the online platform in which the
virtual meetings were held (i.e., preferring Zoom to Microsoft Teams).
Childcare. During discussions about barriers to participation, several participants
mentioned needing to take breaks to tend to their children during the virtual meetings. This was
apparent when it would occur during class, as they would mute their microphones, or a child
could be heard or seen on camera seeking attention or comfort. Participants in the focus group
discussions reported feeling they had some difficulty focusing or separating from their childcare
obligations in order to focus on the class. One participant commented the class coincided with
when she was the only parent home which was a challenge, yet when her partner was home
during class time, she found herself still occupied by her children.
I've noticed with us it's not a great time to meet, just 'cause I'm with the kids at home by
myself. [child yells in background] I'm trying to walk away from the noise - but I've
noticed I can be on the phone, I can be on mute and actually last weekend my husband
was here and it was more stressful. Now don't read into that too much, but it was more
stressful being in a different room without me having my eyes on him and just listening,
and you know, interacting when I needed to, so I don't know that there would be a better
time [to meet for class], at least for my family.
A couple of participants combined their challenges with compartmentalizing time to
focus on the class and managing childcare with the challenges of being at home and conducting
most other meetings virtually due to the COVID-19 pandemic.
As far as challenges with the class, it's just being what everyone is already said about the
pandemic and childcare. Having to try to get breakfast ready for the girls and get in a
place where I can just sit and focus and listen and not have them crawling up to me for
me to pick them up or wanting to get in the camera and smile like [my daughter] was
doing last week, even though my husband is here and should be watching them.
Somehow, they always find their way to where I'm at, so that's the only challenge I could
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see is how to be able to focus in to actually participate, engage and get what I need from
the class without being distracted by the girls.
Co-parenting. A couple of participants voiced challenges with trying to implement
strategies learned in the class but having difficulty with other caregivers in their family
participating in these new strategies. One parent expressed satisfaction with strategies helping
with her parenting and children’s behaviors but feeling like the burden of implementing these
strategies was on her, as the participant in the class. She expressed feeling there was not enough
time to share these strategies with the other caregivers of her children:
We are here and you know moms… we kind of have to be the not so fun person all the
time 'cause we well, at least in my house, we typically are the enforcer… the one keeping
the schedules and that kind of thing… How do you communicate that to the co- parent?
Or if it's a grandparent that's helping, how do we communicate these strategies to our
family members? 'Cause I think, "OK, I know I know the structured play and I know what
we're working focusing on this week." But for me to take the time to discuss it with my
husband or with a grandparent or co-parent it almost seems a little overwhelming and so
that may be something that would be beneficial to me. Kind of like, “here's our bullet
points” and I know it would be easy to go through the packet, but it just seems like there's
never enough time to do those kinds of things.
This comment was met with agreement by at least one other participant who stated it was
difficult to explain all of the content learned from class to her husband. She would explain what
strategies could help with certain situations occurring at home, but it was usually easier to just
use these strategies herself. This seemed mostly related to partners disagreeing or being
unwilling to make changes to utilize the introduced parenting strategies.
Yes, I agree with [her] too. Also, 'cause sometimes I might be telling my husband what
we'd be doing in the class. In certain situations, we go through in the house. I'm like OK,
well, this is the way to go about it, you know. So just the way I learned to go about it. So
yeah. … It's hard to explain to them so it's like hey well since I know what to do, I'm just
gonna do it myself.
Increasing accessibility to course materials and meeting. Participants requested having
recordings available of the lectures that they could review during the week. As part of this course
offering, participants were given a PDF copy of all the PowerPoint slides and worksheets. At
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least one participant commented that finding time to read these materials during her busy
schedule was difficult. This participant would have preferred to have audio or video recordings
of each lecture to review at convenient times that would allow her to multitask while reviewing.
I know it's a research project, so there's limitations with recording and different things
like that, but even the lecture portion, if that were something… that I could listen to on
my drive to work or… my lunch hour or whatever, then have those kinds of interactions.
It's almost like I want to go back and read through it throughout the week, like one or two
times throughout the week. And I'm not a reader, I just don't do it 'cause I just don't have
time. And so, to me, it's like, you know if that was available, you know for accessible
maybe off the time that we're actually meeting. I think that's something that would be a
helpful kind of reminder for me throughout the week… "What are the things to stay,
focused on," and "how did we do that one thing again," and "what was the other type of
thing?" And on the other side, I see that there are restrictions with you know, the
discussions we have with all the moms. It's great because you know you get these light
bulb moments of what works in your house and what doesn't work.
Some specific suggestions were made to increase accessibility to the virtual platform on
which the meeting was held. Specifically, three participants commented in focus group
discussions that they would have preferred to meet over Zoom instead of Microsoft Teams
because of their familiarity with that program.
I'm biased to Zoom as opposed to Teams. In my survey I did say perhaps consider doing
Zoom instead of Teams. But that is small, and I can't really articulate why I like Zoom
better. I just like it better for some reason, but those are the only challenges that I
experience, if you want to call it challenges.
Another participant expressed agreement with this statement, saying there have been
several times when she attempted to log into the class, and she had to use a different email
account in order to access the link.
I think it's more assessable because I know I and [another participant] have encountered
this situation where when I'm using my work laptop or tablet, I'm having to change my
login to switch between my email accounts with my personal but what I started doing is
just emailing it to my work account and I would be able to log on OK.
Therapist Notes about Treatment Barriers. Each week, the therapist documented her
impressions of participants’ barriers attending classes and completing homework tasks assigned
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or special play activities. This journal was completed weekly immediately after class and often
included notes taken during class. A couple of themes that emerged related to the timing of
classes, parents forgetting the class was meeting or forgetting to practice strategies and
competing demands.
Prior to starting this class when this researcher was attempting to schedule a convenient
time for parents, one participant had mentioned Saturday mornings were not ideal because she
takes care of her children without their father home at that time and preferred an afternoon time.
Selecting a time for this class was a challenge due to participants having different schedules.
After the initial recruitment of participants for this class, three potential participants did not
attend the class because their schedules had changed since the summer.
Another challenge that emerged over the course of this class for participants was either
forgetting to attend the class (occurred once) or forgetting to complete assigned homework tasks
to practice new skills. During the second class, one participant mentioned forgetting to complete
the DOCS problem solving chart but was able to share her experiences verbally. During the
focus group on Class 6, participants mentioned having difficulty remembering to complete the
homework practice being a barrier.
Participants also mentioned challenges either attending the class or completing
homework tasks due to busy schedules or other parenting challenges. On Week 3, one participant
had a sick child and was working at home. This participant was a single, working parent, and she
felt pressed for time because she had two hours in the evenings to complete routines between
picking up her children from school and bedtime. She had promised her son time to play after
this class was complete and he kept walking in to see if she was finished with the class. Another
participant had a son upset just before she logged on for the class and was late as a result. During
a conversation about completing the homework practice, a participant mentioned focusing on her
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infant and potty training her nephew that week, which prevented her from practicing special
place skills with her older child. This parent also discussed her child mostly playing with
electronics but being able to find other activities for special play such as cooking. During another
discussion about homework, a participant shared that her children seem to prefer playing with
their father lately and since he was not fully aware of the strategies discussed in this class, she
was unable to complete special play.
Although the online format of this class allowed for flexibility in parents attending from a
convenient location, at times their multitasking during class prevented them from fully focusing
on discussions. As mentioned in the focus groups, tending to children during the class sometimes
resulted in parents briefly stepping away from the computer. Another parent was attending class
one week from the car dealership as she was getting her oil changed. She mentioned multitasking
during this class, but volunteered stories several times and engaged in discussions, nonetheless.
Engagement in Treatment
Research Question 2. What facilitators to treatment engagement do participants report in
an online DOCS for Success program?
Data from focus group discussions and the Barriers to Treatment Participation Scale
(Perceptions of Relevance subscale) were used to analyze facilitators to treatment engagement
participants reported.
BTPS Treatment Relevance. On the BTPS Treatment Relevance subscale (8 items, 5point scale), the average response per item was 1.19 (subscale M = 9.5, SD = 1.9, minimum
score = 8, maximum score = 11). Overall, participants rated this program as being relevant to
their needs, meeting their expectations, maintaining their interest, and helping with improving
their children’s behaviors. In open ended items related to the relevance of treatment, respondents
commented on the benefits of being able to focus on their own parenting and changing the way
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they interact with their children. They also commented that the parenting strategies focused on
teaching important life skills for their children.
Focus Group Discussions about Engagement.
Thematic analysis of transcripts from these focus groups yielded themes related to
motivation to learn new skills, motivation to develop parent-child relationship, and motivation to
connect with other parents.
Motivation to Learn New Skills. Participants reported several reasons they enrolled in this
class that related to their motivation to learn new parenting strategies. One participant recently
became a mother to her stepdaughter and new baby and reported wanting to learn positive
parenting strategies. Another participant was having difficulty managing meltdowns in her
house. Another participant had a child with some developmental differences that she was
attempting to assist.
My motivation is to help, I guess, stop trying to control who he is in like fit him into…
what me and my oldest son like we're a lot similar so, he is sensory and has a genetic
duplication too, so he has some behavior issues that come along with it and I'm trying to
be more accepting of, I don't want to say who he is, but of not of his limitations, but to
help guide him into a better citizen in the best way that he can be. So, like be his best self
with good discipline, and good behavior. He's prone to ODD so he doesn't take no very
well, so it's sort of trying to adjust myself and my oldest child so that we can better help
our youngest grow to be his best self too.
Several parents reported appreciation for the ability to immediately implement what was
being learned in the class and discuss their challenges beginning on the first day of class. One
participant commented “the class has been… lightbulb moments all the time, and it’s like, ‘OK,
we got this, we can work through this kind of thing.” Parents in the group sounded hopeful that
they could manage previously challenging situations and benefited from the sense of community
in the group.
I like that we jumped right into the hard stuff like right away, like this is something
obvious we all need help with is the managing negative interactions and managing tough
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behaviors. So, I'm glad that we just jumped right into it and not something at a different
level. So, I thank you for that... We're all busy moms. So, it's sort of like we all don't have
the time, I guess, to spend on just broad generic types of parenting type topics, and I
don't mean that negatively. I just mean like it's really helpful and that's what you sent the
email about anyway was about managing tough behaviors, so I appreciate like just
getting right into it because it's nice to... Moms are often when you meet someone off the
bat. It's sort of like, "Oh hey, how are you and everything's good, and that's great," and
that's the impression you get but in this class it's like listen, "I'm struggling, and my kid
has this problem, and we need like I need tips" so it's nice. I like it's a little bit like
therapy, it's good.
One participant reported often getting upset with her child's behaviors but finding that
specific strategies learned in the class resulted in great improvements. She mentioned having a
change in mindset that allowed her to interact differently with her children.
I think I've found in the few sessions that… as his parents we get so stressed out and get
so quick to be upset. But it really takes such a small, dedicated time where like saving
those five minute of dedicated play times makes such a huge difference and I'm a very...
not structured... person, it's like, "if you do this. You get this in return" and just
understanding that mindset and kind of pushing that through to your kids. Then we've
also we've seen strides in earlier weeks. And so, I think that's been huge and really just
kind of working through those items to get those changes. … Yeah, so those weeks that
we really, you know, use those dedicated focus times and or, you know, set the
expectation of "if you get so many points then you get a toy" and so it's not getting the toy
every day and getting this every day. And it's been extremely helpful.
Motivation to Develop Parent-Child Relationship. A related theme that encouraged
participants to continue engaging in this class was their motivation to develop their relationships
with their children. After starting a visual schedule and behavior chart at home and having
special play time at home, one participant reported that her daughter noticed the difference in
how she was interacting with and parenting her. Her daughter told her, “I love my new life!”
which encouraged this parent “to continue to learn more from the other parents and the skills that
you've been able to teach us.” One participant mentioned how the special play activities
encouraged in the class allowed her to find new ways of interacting with her daughter.
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It is to build a closer relationship with my daughter, as far as like what activities like I
said yesterday, I got a chance to play the Just Dance Wii with her and she really enjoyed
that – me spending that time with her. And also, I had her in the kitchen with me helping
me do some spices for some recipes, so she really enjoyed that and so I'm thankful for
this class 'cause it's helping me to reach out to my daughter to spend more time, and you
know, even though she's getting older up in age, is it still it benefits me, the class still
benefits me.
Motivation to Connect with Other Parents. A large motivator reported by participants in
this class was their enjoyment of connecting with other parents around challenging behaviors or
strategies to help their families. Their comfort discussing these topics with one another likely
helped facilitate the ability to dive into content so easily from Class 1. One participant reported
looking forward to interacting with other mothers and learning from them.
I echo the same things [she] did I didn't come into it with any huge expectations other
than of course to hopefully be able to interact with other moms and learn from other
moms. I didn't think we'd get such concrete suggestions that I would actually implement
and use, so I'm pleasantly surprised that I've been able to make some changes in my
household as a result of speaking to the other moms and things that they've tried out.
Technology as an Aid to Engagement. Technology served as a facilitator to the
implementation of this BPT program overall. Although participants reported some challenges
with childcare during these meetings, parents reported in the focus group being appreciative of
the ability to tend to their children while taking this class. Part of this sentiment overlapped with
their perceptions of support from the therapist. A reoccurrence throughout this class was that
participants could easily mute/unmute themselves during class in order to tend to their children.
Although these interruptions may have been challenging for the parents tending to their children
for a moment, they were often brief, and participants seemed to appreciate the flexibility.
With regard to you and being so patient with us and all these different tech issues and,
you know we are moms, so several of us have had to take breaks to do things with our
kids throughout this meeting. So, you've been very patient and accommodating and I
don't think that has been disruptive to the conversation if one or two of us have had to
mute or unmute because you have a child here or there. So, kudos to you for being
patient and helping us through this and this pandemic.
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Therapist Notes about Engagement. After each class, the therapist documented her
perceptions of participants’ engagement in the class, noting verbal and nonverbal cues, questions
asked, stories told by participants, their collaboration with one another, and perceptions of their
agreement with principles taught. During most classes, at least two participants kept their
cameras (and often microphones) on for the duration of classes and demonstrated their
engagement with nonverbal cues like nodding or writing notes. Due to the online nature of this
class, noting non-verbal cues was more difficult than it would have been if this class was in
person. Although not all participants had their cameras on, participants would still engage in
conversation even if their cameras were off. Sometimes parents would say they were still
listening but had an upset child to tend to prior to muting their microphones. During all six
classes participants shared their experiences and stories and asked questions. Starting in the first
class, participants engaged in conversations with one another in which they would respond to
each other's ideas and share strategies they were using that worked for them.
Participants expressed their agreement with the core principles taught in a few ways. One
participant shared in Class 1 that she had taken another class about positive behavioral parenting
strategies and that it was helpful. No one verbally disagreed with content (and those with
cameras on displayed positive non-verbal cues like nodding). By Class 2, two parents had
created visual schedules for their children, and one showed hers to the class through her camera.
They seemed eager to use the timers and visual schedules and seemed to be in favor of providing
praise. One mentioned she especially focused on praise during challenging mealtimes for her
son. Participants asked questions about resources for different concepts taught. During a
discussion about teaching children coping skills, parents were curious about books that could be
helpful for their children. Participants enjoyed special playtime, as they would share different
stories about activities they would do with their children and how their children responded. One
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parent reported her son looked at her “with love in his face and said, ‘this is good teamwork’”
while engaging in a special play activity with her. Another parent shared that her daughter
enjoyed her visual schedule and the opportunity to make choices. Parents appeared positive when
sharing these stories and responded to the group with stories or suggestions for problem-solving
that fit with the content of the class.
Therapeutic Alliance and Therapist Perceptions of Engagement
Research Question 3. How does a therapist’s perception of treatment engagement
(specifically therapeutic alliance) compare to those of participants?
BTPS Relationship with Therapist. On the BTPS Relationship with Therapist subscale
modified for this study (3 items, 5-point scale), the average response per item was 1.42 (subscale
M = 4.25, SD = 0.5, minimum score = 4, maximum score = 5). Overall, participants reported
liking the trainer, feeling the trainer seemed confident classes would work for their family, and
feeling the trainer was very supportive of their efforts.
Focus Group Discussions about Therapeutic Alliance. The perceived relationship
between participants and the therapist was a theme from focus group discussions. As mentioned
in prior excerpts from the focus group discussions, participants stated feeling comfortable
sharing their challenges starting on the first day of class and appreciating the ability to
immediately implement strategies. As mentioned in the section about engagement with
technology, participants also were appreciative of the therapist's understanding if they needed to
briefly tend to their children during class and mute themselves. Besides stating a feeling of
comfort with the therapist teaching the class, participants had positive interactions with one
another and stated enjoying the camaraderie among parents in the group.
Therapist Notes about Therapeutic Relationship. The therapist researcher took notes at
the end of each session about her perceptions of the relationship between herself and
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participants, as well as the participants’ relationship with one another. Starting in Class 1,
participants seemed to feel comfortable sharing experiences about their children and their
challenges. Participants responded to comments made by others positively and elaborated on or
shared their own experiences. Participants who had their cameras on could be seen laughing and
smiling at comments made by members of the group. Participants also seemed comfortable
sharing moments of vulnerability with one another, such as sharing challenges related to
working, childcare, being a single parent, raising a grandchild, children favoring time with
another parent, and challenges with co-parenting. When discussing follow-through after giving a
direction, one participant discussed sometimes not having the energy to do so. Parents also
shared if their child was having a tantrum and requested suggestions for how they should
respond or how co-parents should respond. They also shared resources with one another such as
charts they were using, books they recommended, or other suggestions related to parenting.
Participants each expressed enjoyment in the class and with the group/therapist. One participant
mentioned “needing a village” as a parent and feeling like she had not had one, but this group
provided her with that “village.”
Changes in Problematic Behavior
Research Question 4a. How effective is an online implementation of DOCS for Success
in reducing challenging child behaviors?
ECBI. Participants were given the ECBI to complete before sessions one, two, four, and
six. They completed the Problem scale to rate their perceived level of how problematic their
children's behaviors were and they completed the Intensity scale to rate the intensity or frequency
of behaviors on a 7-point scale. Despite reminders and follow up emails to complete ECBI, one
participant completed the survey three of the four weeks, one participant completed the survey
two weeks, and two participants completed one survey. For the two participants who completed
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more than one survey (Participants 3 & 4), trend lines were calculated to show changes over the
weeks. Only one participant endorsed clinically significant levels of problematic and intense
behaviors (T score greater than 60). The ECBI Problem Scale results are depicted in Figure 1.
Participant 4 shows a decrease in problem scores between week one and week four. Participant 3
had consistent Problems scale scores across Weeks 2, 4, and 6 (T score = 41). The only data
point available for Participant 1 (Week 1) was a T score of 52, and the only data point for
Participant 2 (Week 6) was a T score of 59. The only ECBI score in the clinically significant
range (T score > 60) was during Week 1 (Participant 4).
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Figure 1. ECBI Problem Scale Results

Results of the ECBI intensity scale scores are depicted in Figure 2. The trendline for
Participant 4 slightly increased between Week 1 (T score = 59) and Week 4 (T score = 61). The
trendline for Participant 3 also increased from Weeks 1 and 4 (T scores = 34) to Week 6 (T score
58

= 43). The only data point available for Participant 1 (Week 1) was a T score of 54, and the only
data point for Participant 2 (Week 6) was a T score of 65. Week 1 T scores fell beneath the
clinically significant cutoff score of 60. During Week 4 and Week 6, scores fell in the clinically
significant range. Based on the slight upward trend of scores from ratings of how
intense/frequent behaviors were perceived, it is possible that once participants began
implementing strategies learned in the course, an extinction burst occurred (Cooper et al., 2007).
Additional data collected beyond this six-week intervention would help clarify whether an
extinction burst was occurring. After an intervention to change behavior has begun, behavior will
initially increase above baseline levels during the first three treatment sessions (Lerman et al.,
1999). Problematic behaviors will worsen before improving when an appropriate intervention is
applied (Cooper et al., 2007). Due to the limited data available, there is not a baseline trend
available to observe for this intervention, however, participants reported starting to use
behavioral strategies at home after session 1. If additional data were available beyond these six
sessions, an extinction burst would be identified by an initial increase in problematic behaviors
reported that eventually diminished.
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Figure 2. ECBI Intensity Scale Results.
BTPS Problematic Behavior. Although not a direct measure of child behaviors, parent
responses on the BTPS indicate some perceived reduction of challenging child behaviors. One of
the most endorsed barriers on the BTPS was “My child's behavior seems to have improved;
therefore, the program no longer seems necessary” (M = 1.8, SD = 0.5). On this particular item,
three participants reported their child’s behavior “has improved” and one reported their child’s
behavior “has improved a lot.”
Participant Satisfaction with Program
Research Question 4b. How effective is an online implementation of DOCS for Success
in increasing participant satisfaction?
DOCS for Success Program Evaluation Survey. At the conclusion of the DOCS for
Success program, participants completed a program evaluation survey to rate their perceptions of
the program’s benefits, participants’ perceived ability to practice taught strategies, whether their
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expectations for treatment were met, and their perceptions of the helpfulness of class
components.
All participants (100%) strongly agreed that the program was beneficial to their families,
they felt able to utilize these strategies with their children, and they reported their parenting had
changed as a result of the information they learned in the class. All participants (100%) strongly
agreed the child-led play activities promoted interactions with their children. When asked about
whether components of the class were helpful, 100% of participants rated the child-led play,
PowerPoints, and handouts very helpful or helpful; 75% reported the DOCS chart was very
helpful (one participant rated it somewhat helpful). Participants’ responses of how they used
information provided in the program and what they valued most about the program are listed in
Table 7.
Table 7
Results of DOCS for Success Program Evaluation Survey
Endorsed uses for information learned in DOCS for Success
I used Child Led Play time with my child
I used Prevention Strategies (e.g., timer, natural endings, prompts, firstthen board, etc.)
I used the Problem Solving Chart to understand my child’s behavior
(triggers, consequences, etc.)
I have changed my parenting attitude (e.g., I'm calmer, more in control,
less frustrated)
I shared what I learned with others
The information helped me improve daily interactions and my
relationship with my child
What participants valued most about DOCS for Success class
I learned specific parenting skills (e.g., preventions, new responses, child
led play)
I learned the skills to problem solve my child’s challenging behavior
The positive support and interactions with other caregivers in similar
situations as mine
The course materials were provided (e.g., PowerPoints, handouts)
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# Participants (%)
4 (100%)
3 (75%)
2 (50%)
3 (75%)
4 (100%)
4 (100%)
# Participants (%)
4 (100%)
4 (100%)
3 (75%)
2 (50%)

Participants commented that the components of the class they found most helpful were
“communicating better with my child,” “consistent homework and helpful handouts,” “practical
proposed solutions being offered were the most helpful,” and learning “positive parenting
techniques.”
One participant commented that the component that was the least helpful was “the class
time.” No other participants commented when asked what was least helpful. Some recommended
changes offered by participants were “I would have preferred twice a week for one hour, a
Facebook group or chat to facilitate weekly group discussions, questions, advice” and “If the
program remains virtual, Zoom is a better program that Microsoft Teams.” These topics were
discussed during the final focus group as well.
Related to program satisfaction, on the BTPS a respondent commented, “This is simply
for my own clarity - I want to redesign the behavior template worksheet as I find the layout
confusing for me with the verbiage. It also may be helpful to have 1:1 video calls with each
parent and child together for a 10-15 min watched, guided-play session so you can have specific
tips. But that would take up a lot more of the instructors time weekly.”
Maintaining Engagement in Program
Research Question 4c. How effective is an online implementation of DOCS for Success
in maintaining engagement through task completion?
Homework Completion Survey. Participants completed a survey during Weeks 2 through
5 of the DOCS for Success Program in which they reported the number of days in the past week
they completed the child-led play activity, the number of minutes per day (on average) they spent
engaging in child-led play, and how difficult it was to incorporate the new play skill reviewed
during the prior class. Table 8 includes detailed responses to the number of days per week and
number of minutes per day participants reported engaging in child-led play. The class met on
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Saturdays and this survey was distributed on the Thursday before each week’s session (e.g.,
Week 2 survey completed prior to Week 2 session). If participants did not complete the survey
by the class session, they were sent a reminder email to complete the survey, therefore the range
of days reported between participants per week may have varied. For the four weeks homework
data were collected, 75% of participants reported participating in child-led play at least two days
each week. The highest number of days reported for a participant to engage in child-led play
each week was four days (typically reported by one participant). During Weeks 3 and 4, one
participant did not complete this survey, but 100% of participants completed this survey for
Week 2 and Week 5.
Table 8
Time Participants Engaged in Child-Led Play Per Week
Week
2
3

Number of days in past week
completed child-led play
1 (25%), 2 (25%), 3 (25%), 4 (25%)
2 (25%), 4 (50%), no response (25%)

4

2 (50%), 4 (25%), no response (25%)

5

2 (50%), 3 (25%), 4 (25%)

Number of minutes of child-led play per day in
past week
10 (25%), 10-15 (25%)*, 20 (25%), 30 (25%)
5 (25%), 10 (25%), 14 (25%), no response
(25%)
5-7 (25%) †, 10 (25%), 20 (25%), no response
(25%)
30 (50%), 10-15 (25%)*, 5 (25%)

*The actual text entry in this survey response was “15-Oct" which, given the context, may have been intended to be
“10-15” autocorrected to a date
†Actual text entry was “7-May” which may have been intended to be “5-7” autocorrected to a date

Each week between Weeks 2 and 5, participants were asked to practice a child-led play
strategy and rate how difficult they perceived this practice. Table 9 outlines the play strategy
assigned for homework practice each week and the amount of difficulty participants reported this
was to complete. During Week 2, the play strategy participants were encouraged to practice was
using labeled praise. All four participants (100%) reported this practice was Easy or Very Easy.
Week 3, participants were encouraged to describe the play activities of their children during
child-led play, and 50% of participants reported this Easy or Very Easy. One participant reported
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this was Difficult, and one participant did not respond to this survey. Week 4, participants were
encouraged to avoid asking their children questions during child-led play. One participant
reported this was Very Easy, two participants (50%) reported this was Difficult, and one
participant did not respond to this survey. The final week homework practice was assigned,
Week 5, three participants (75%) reported completing child-led play was Easy or Very Easy, and
one participant (25%) reported this was Difficult.
Table 9
Child-Led Play Homework Skill and Difficulty to Practice
Week
2
3

Child-Led Play Homework Task
for the week
Labeled Praise
Describing Play

4

Avoid Questioning

5

Child-Led Play

Rated difficulty to complete this task
Very Easy (50%), Easy (50%)
Very Easy (25%), Easy (25%), Difficult (25%),
no response (25%)
Very Easy (25%), Difficult (50%), no response
(25%)
Very Easy (50%), Easy (25%), Difficult (25%)

Attendance. Class attendance was documented each week. Three of the four participants
(75%) of this class attended all six (100%) of class sessions. One participant missed Class 2 due
to forgetting about the meeting time and messaged the therapist/researcher before Class 6 to
inform that she was going to miss it due to a migraine headache.
Summary
The purpose of this study was to examine participants’ experiences with engagement and
potential barriers to their participation in a BPT program. Results of this study yielded several
barriers and facilitators to engagement reported by participants. Themes of barriers reported
related to childcare, co-parenting, increasing accessibility of course content, the online platform
in which the virtual meetings were held, scheduling and timing of class, forgetting to complete
practice activities, and competing demands. Although these barriers provided some obstacles to
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participants engaging in this class, the overall reported barriers were low and engagement was
high, when measuring satisfaction with the class, attendance, and observations from the
therapist’s notes of each session. Participants had some challenges completing the daily practice
tasks assigned each week which was reported to be due to forgetting or competing demands. The
online format of this class provided some conveniences, but also may have resulted in some
barriers as well. Many participants were tending to their children during the time of this class.
The meeting platform was another challenge for some participants who would have preferred
using a different platform. Suggestions from participants offered alternative resources that may
promote access to other online programs, such as having recordings to review during the week.
The therapeutic alliance among participants and with the therapist was likely a facilitator
to engagement in this program. Although participants may have had competing obligations such
as childcare, they appeared comfortable being able to participate in the class even while tending
to their children. Participants expressed an appreciation for having behavioral strategies taught
from the beginning of this program that were immediately useful. Participants perceived changes
in their children’s behaviors that they began reporting by the second session due to their
implementation of new strategies. They reported feeling comfortable sharing their parenting
challenges immediately as well, which was likely due to the trusting relationship established
early on between participants and the therapist and with one another. This therapeutic alliance
was a major facilitator to participants’ engagement in the class.
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Chapter Five:
Discussion
Overview
The purpose of this study was to examine participants’ experiences of engagement in a
BPT program and any barriers to this engagement they experienced. Research questions related
to reported barriers and facilitators to treatment, the therapist’s perceptions of treatment
engagement and therapeutic alliance, and the effectiveness of the DOCS for Success program in
reducing challenging child behaviors, increasing participant satisfaction, and maintaining
engagement through task completion. This mixed methods case study included various forms of
data collection to answer these questions. Specifically, data were collected from focus group
interviews, therapist field notes, and rating scales completed by participants. This chapter will
interpret the findings of this study, linking them with the extant literature. Additionally,
implications for practitioners, limitations of this study, and directions for future research will be
discussed.
Barriers to Treatment
Research Question 1: What barriers to treatment do participants report in an online DOCS for
Success program?
Overall, ratings of barriers to treatment in this study were low. The primary barriers
reported were related to childcare during class, difficulty sharing what was learned in class with
co-parents, and forgetting to complete practice activities or having competing demands
preventing practice. Participants reported preferring to use Zoom instead of Microsoft Teams,
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though this never prevented parents from attending class (though it took more time for some to
log in). During focus group discussions, participants suggested potential changes for future
classes such as selecting a different virtual platform or providing recordings of learning content
to allow them to review at their convenience during the week.
This study was intended to take place in person in a location that was convenient for
participants who enrolled. Due to the COVID-19 pandemic, this BPT program was instead
offered to families online and recruitment was opened from a locally drawn population to include
caregivers meeting eligibility criteria who had access to internet (regardless of location). This
change in delivery allowed for a wider reach during recruitment and may have provided more
convenience than an in-person BPT program would have offered. Although this class was
offered on a weekend at a time participants stated they were available (though one participant
preferred a later time), participants in this study reported having to take care of their children
during the time this class was offered. Several participants shared appreciation of the PI’s
flexibility and understanding of needing to mute their microphones or stepping away from the
computer to tend to children.
Prior research has indicated low barriers to treatment and moderate expectations (not
extremely high or low) are protective factors to keeping participants engaged in treatment
(Kazdin, Holland, and Crowley, 1997; Nock & Kazdin, 2011; Smith et al., 2014). Participants in
this study did not report feeling this treatment was irrelevant to their children’s needs or that they
had a poor relationship with the instructor, as measured by the BTPS (Kazdin, Holland, &
Crowley, 1997). Additionally, participants in this study did not appear to have any psychological
barriers to participating related to fear of stigma, shyness, or distrust (Koerting et al., 2013).
They did not report any critical events that may have created situational barriers such as
economic hardship or other traumatic events (Smith et al., 2014).
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Engagement in Treatment
Research Question 2: What facilitators to treatment engagement do participants report in an
online DOCS for Success program?
Engagement in treatment was measured by participants’ expectations and views of the
program being relevant to their needs, attendance in class, and completion of practice activities.
Results of the BTPS Treatment Relevance Scale indicated participants felt this program was
relevant to their needs overall and met their expectations. During focus group discussions,
participants reported feeling motivated to learn new parenting skills, develop their relationships
with their children, and connect with other parents. Several participants in this study shared their
appreciation to immediately implement the strategies learned in this class beginning on the first
day. Participants in this study also seemed to agree with parenting strategies taught and shared
how they were using these strategies at home. Although participants may have been distracted at
times caring for children during class and the online meeting platform used was not a preferred
choice, their ability to meet online while caring for children may also have been a facilitator to
their attending.
Research on factors that may improve participant motivation and engagement in
parenting programs has identified factors related to the program and strategies therapists can
implement to promote engagement (Becker et al., .2015; Smith et al., 2014). Due to the small
size of this cohort, this class had many opportunities to discuss personal parenting experiences
and problem solve solutions together. This ability to customize support to meet individuals’
needs may have helped promote engagement in this program (Smith et al., 2014). This BPT
program was offered as a research study, and therefore, the PI had frequent communication with
participants (e.g., calling in advance for screening, sending weekly surveys via email). This
communication outside of sessions may have served as a reminder to families to attend classes
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and complete the assigned practice tasks (though participants still reported forgetting to complete
this at times). Smith and colleagues (2014) suggested frequent communication as a strategy to
improve engagement. This program being offered online likely made this program more
accessible to participants. Offering convenient times and locations to participants has been found
to increase attendance in parenting programs (Becker et al., 2015). Additionally, parents in this
study completed weekly assessments of either their practice of new strategies, their children’s
behaviors, or their perceptions of treatment at that point. Assessment of clients has been found to
promote treatment adherence and cognitive preparation (Becker et al., 2015).
Therapeutic Alliance and Perceptions of Engagement from Therapist
Research Question 3: How does a therapist’s perception of treatment engagement (specifically
therapeutic alliance) compare to those of participants?
On the BTPS Relationship with Therapist subscale, participants reported liking the trainer
and feeling supported by her. They expressed comfort in being able to share their genuine
experiences and parenting challenges. Participants expressed similar sentiments during focus
group discussions. They also appeared comfortable sharing their experiences with one another,
as they would provide encouragement and suggestions to each other during classes. Three of the
four participants expressed in the DOCS for Success Program Evaluation Survey that what they
valued most about this class was the “positive support and interactions with other caregivers in
similar situations as [their] own.” Perceptions of therapeutic alliance by participants and the
therapist were aligned based on feedback from participants and the therapist’s notes.
Research on therapeutic alliance in BPT programs has found that positive relationships
with therapists is related to participants’ attendance and adherence to treatment (Kazdin et al.,
1997; Nock & Kazdin, 2001). This study attempted to compare differences between therapist and
participant perceptions as suggested by Koerting and colleagues (2013). Koerting and colleagues
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(2013) also suggested to keep groups non-judgmental and increasing trust to help maintain
engagement in treatment. This researcher was not matched to families as Koerting and
colleagues (2013) suggested, in that she was not a parent herself, but participants expressed a
trust in her credibility nonetheless and expressed having a positive relationship with this therapist
and with one another.
Changes in Problematic Behavior
Research question 4a: How effective is an online implementation of DOCS for Success in
reducing challenging child behaviors?
The data obtained on the ECBI demonstrated a slight downward trendline on the Problem
scale (how problematic they perceived behaviors to be) and a slight increase on the Intensity
scale (perceived intensity/frequency of behaviors). Of these two participants, one reported a
decrease in their perceptions of behaviors being problematic and one remained the same. The
trendline for the intensity or frequency of behaviors on the ECBI increased for one participant
and remained the same for the other. It is possible that the slight increase for this one participant
after implementing new interventions to change challenging behaviors was an extinction burst
(Cooper et al., 2007). This typically occurs when parents change their response to their
children’s challenging behaviors. When parents do not respond to children’s challenging
behaviors in a way children expect, they may increase the intensity of their challenging
behaviors in an attempt to elicit their parents’ usual response. In the available ECBI data for this
study, participants’ overall perceptions of problematic behaviors decreased over time. It should
be noted these perceptions of trends are limited and having maintenance data from the weeks
after this intervention occurred may be able to confirm or refute this perceived trend. However,
this perception of reduced problematic behaviors over time was endorsed on the BTPS item “My
child's behavior seems to have improved; therefore, the program no longer seems necessary” (M
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= 1.8, SD = 0.5). Participants reported improvements anecdotally in class and in focus group
discussions.
Research on BPT programs has found BPT is helpful for reducing challenging behaviors
in childhood (Childres et al., 2011; Kaminski et al., 2008). BPT programs also are helpful in
improving parent-child interactions, reducing parenting stress, and increasing parent self-efficacy
(Bennett et al., 2013; Shuhmann et al., 1998). Participants in this study also reported
improvements in their parenting self-efficacy and relationships with children. Kaminski and
colleagues (2008) found in their meta-analysis of BPT programs that significant predictors of
effects on parent and child behaviors included teaching positive behavioral strategies (e.g., childled play and labeled praise) and emphasizing importance of consistency when disciplining. The
DOCS for Success program utilized these strategies, and in qualitative reports from participants,
they found these helpful in managing behaviors at home.
Participant Satisfaction with Program
Research question 4b: How effective is an online implementation of DOCS for Success in
increasing participant satisfaction?
Participants reported in the initial focus group discussion that they did not have many
expectations for this class, as they were unsure of what to expect. By the end of the course,
participants reported feeling satisfied with the program overall. They all reported using the
strategies learned in the class, sharing learned information with others, and stated the information
helped them improve their daily interactions and relationships with their children.
These findings of positive associations with the program and reported improvements in
parenting skills and parent-child relationships have been found by other researchers as well. A
study on parents’ satisfaction in parent training programs indicated a relationship between parent
satisfaction and parent compliance with the program and changes in behavior ratings reported
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(Brestan et al., 1999). When comparing the delivery of BPT programs provided online versus in
person, some researchers have found similar levels of satisfaction across delivery formats
(DuPaul et al., 2017). Research by Comer and colleagues (2017) found that compared to inperson treatment, participants in an internet delivery of I-PCIT reported decreased barriers to
treatment and higher treatment satisfaction. In this study, participants self-selected whether they
would participate in this online program or not, so it is likely they entered the study with positive
attitudes toward the delivery format. Although this study did not compare in-person to telehealth
delivery of BPT, parents in this study reported positive attitudes toward the program.
Maintaining Engagement in Program
Research question 4c: How effective is an online implementation of DOCS for Success in
maintaining engagement through task completion?
Participants reported feeling this program was relevant to their needs, met their
expectations, maintained their interest, and helped improve their children's behaviors. In focus
group discussions, participants expressed motivation to learn new skills, develop their
relationships with their children, and connect with other parents. During class discussions, the
therapist noted participants’ interest through nonverbal cues visible for those using their camera.
Participants responded well to discussions and participated and asked questions.
Adherence to treatment is often measured as treatment attendance or the number of
missed sessions (Becker et al., 2015; Gearing et al., 2014). Having a positive attitude toward
treatment and its relevance is related to attendance in treatment and premature attrition (Chacko
et al., 2017). Participants in this study reported positive attitudes toward treatment and utilized
strategies learned to result in perceived improvements in their children’s behaviors.
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Implications for Practitioners
Research on how to promote participant engagement in BPT has focused on different
ways of measuring treatment engagement, therapeutic alliance, and methods for promoting
attendance/engagement (Becker et al., 2015; Chacko et al., 2016; de Greef et al., 2017). Some
strategies suggested to promote engagement in BPT programs were utilized in this study, such as
promoting accessibility to treatment (offering online), assessing barriers to treatment, assigning
homework, and setting expectations for the program (Becker et al., 2015). One suggestion to
increase accessibility of treatment is to provide childcare, which was reported by participants in
this study to be a barrier.
As in other research on engagement in BPT, some individuals who expressed interest in
participating in this program did not attend any sessions (Chacko et al., 2016). This can be
difficult to assess, as many participants who dropped out prematurely would not respond to this
researcher’s attempts to communicate with them. Their lack of participation may have been
influenced by stress endured by mothers during the COVID-19 pandemic related to managing
multiple roles and additional burdens that may have prevented them from being able to enroll or
attend. Those who did respond reported changes in schedules or lifestyle routines (e.g., starting
school in fall) preventing their ability to participate. It is possible there are individual differences
that may affect whether someone will attend any sessions. Factors that increase risk of attrition
can be environmental, child-centered, or parent-centered (Kazdin, 1996). These risk factors can
include being a single parent, having low socioeconomic status, negative life events, or high
levels of reported problematic behaviors from children (Kazdin, 1996). Those who actually
attended the first session may have been more likely to attend the following sessions as well. In
this study, most participants (three of four) had 100% attendance. This may be due to factors that
distinguished them from those who did not attend any sessions. In spite of the excellent
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attendance in this program, participants still expressed some barriers to treatment. The barriers
participants reported were conditions that would have made participation more ideal but did not
completely prevent their attending class. Even barriers like childcare were able to be overcome,
as parents could still watch their children while participating online. None of these participants
reported experiencing major life stressors or being physically unable to attend class. The only
two absences of this course were due to illness and forgetting about the meeting time.
Additionally, research is emerging about telehealth and BPT programs and comparing
online versus in-person classes (Comer et al., 2017). It may be more convenient for some
families to participate in online classes, making it more accessible for those caring for children or
those having difficulty with transportation. On the other hand, families participating in telehealth
programs will need a device capable of virtual meetings, which may not be accessible to some
families. Participants may also not feel comfortable with the virtual platform used to conduct the
classes. Having written instructions, recorded tutorials, or a phone number for troubleshooting
virtual meeting platforms may help some participants feel more familiar with the programs used.
Having a paper copy of class materials and worksheets also may be helpful to facilitate
notetaking and completion of worksheet activities versus having a PDF copy, as used in this
study. These materials could be mailed to participants prior to the commencement of the class. In
online delivery of BPT there are potentially fewer opportunities for private discussion with
trainers compared to in-person classes in which participants may arrive early or stay after class to
talk. Trainers could offer a warm line for participants to call and discuss their personal
circumstances or ask questions between classes. The types of barriers to treatment will vary
depending on whether BPT programs are offered online or in person, and this will continue to be
important for practitioners to assess and accommodate when possible.
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This study was offered online which may have provided some benefits to increase
accessibility (e.g., no need for transportation). Still, parents requested having access to audio
recordings of classes in order to either listen to content during a time that was more convenient
for them or to be able to refresh their memories about strategies discussed. This course was not
recorded to maintain privacy of participants during discussions. One suggestion during the focus
group discussions was to create an audio recording of class lectures to allow participants to listen
while multitasking during the week (as opposed to reading/reviewing written notes or lecture
materials). This brought to mind the idea of a “flipped” or inverted classroom in which meetings
occur after content has been reviewed for the course, and meeting time can focus on discussions
more than learning content (Lage et al., 2000). If this option were offered in future BPT
programs, course content could be recorded for review but discussions during meetings would
not be recorded. The benefit to this approach would be that discussions among participants could
remain confidential. Participants would need to be informed in advance of the expectation to
review the lecture recording prior to meeting for discussions, as this added commitment may be
inconvenient for some families. An alternative option could be to provide parents with a
supplemental, brief audio recording of class content such as a podcast that could be reviewed at
their convenience between full sessions.
Practitioners offering BPT programs online should consider ways to increase comfort of
participants in these virtual classes. Having small group “breakout sessions” in which
participants can problem solve with one another or complete class tasks together may enhance
engagement and opportunities for practice. A small class size overall also may help encourage
more discussion and participation among parents and could help establish rapport among
participants and with the therapist. Having a small class size in this study was beneficial for
focus group discussions, allowing more time for participants to share their experiences.
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This trainer also observed another parent training group online prior to leading this group,
and having this prior experience helped the trainer learn strategies to encourage discussions and
build rapport in a virtual format. It is recommended that trainers of online BPT programs
familiarize themselves with strategies to promote discussions on a virtual platform, as there are
some differences from facilitating in-person class discussions. Trainers of online programs may
need to engage in additional contact outside of class time with participants to help build rapport.
Opportunities to talk with participants over the phone prior to this class study may have helped
these participants feel comfortable sharing their experiences with this trainer during class.
Limitations
In order to participate in this study, participants needed to have access to a computer or
phone with remote meeting capability which may have limited who could participate. There
may be variables unique to this sample that influenced their enrollment and attendance, therefore
some of the implications from this study may not generalize to a broader range of participants.
Because of the nature of case study research, this is not necessarily a limitation, as the purpose of
this study is to deeply examine a particular implementation of BPT with a particular cohort of
participants (Yin, 2018). The purpose of this study is to provide a rich examination of the
therapeutic relationship in a parent training program and how interactions between a practitioner
and participants may relate to engagement and treatment outcomes.
Although telehealth platforms provide convenience to families, they may be perceived as
more impersonal compared to in-person models of BPT. Participants may not feel they have as
many opportunities to speak with one another or with the therapist and may not form strong
personal connections. Although these are potential disadvantages to an online platform, there is a
benefit of convenience compared to in-person classes. Some research comparing in-person to
online delivery BPT has found similar levels of satisfaction between groups, though participants
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who selected their delivery model reported a preference for the particular model selected
(DuPaul et al., 2017).
Potential participants who initially expressed interest in this study, but did not attend any
sessions, may have provided some additional information about their barriers to treatment;
however, they were unable to be reached by the PI. Those who responded reported changes in
schedules (e.g., extracurriculars) or other competing demands, which has been found by other
researchers to be a common barrier (Kazdin et al., 1997). Other researchers have recommended
clarifying expectations and objectives of BPT with parents before the program begins and assess
their cognitive readiness for change and barriers to treatment (Becker et al., 2015; Chacko et al.,
2017). Some psychoeducation about BPT was offered to potential participants of this study
during the screening interview, however this was not thoroughly completed due to the structured
nature of this study.
The process used to collect data from participants may have limited responses. For
example, during weeks participants were asked to complete behavior ratings on the ECBI in
addition to other surveys, they were sent one link to a Qualtrics survey and another link from
PARiConnect for the ECBI. If there was a way to offer surveys using only one link, it is possible
this may have improved survey response. Participants were prompted to complete these surveys
with reminder emails and verbal reminders during class meetings, but having participants
complete these surveys during class time may have resulted in increased survey completion.
Directions for Future Research
The aim of this study was to help clarify how aspects of parent engagement and barriers
to treatment in BPT relate to treatment attendance and outcomes. Furthermore, therapeutic
alliance was examined from the participant and therapist perspectives. Using a case study design
allowed for more in-depth exploration of these constructs in practice. DOCS for Success, the
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program of focus, is based on empirically supported practices but has not yet been researched as
a program. The aim of this study was to contribute to research on access to services and
engagement in BPT as well as provide some data on the efficacy of this intervention and online
BPT programs.
Research on BPT has emphasized the importance of measuring different forms of
engagement and adherence to treatment and implementing interventions to promote engagement
(Gearing et al., 2014). Many studies have emphasized attendance and completion of treatment
(Becker et al., 2015; Chacko et al., 2016). This research contributes to the growing research base
on other measures of treatment engagement and barriers to treatment for online BPT programs.
Research is emerging on the value of online versus in-person BPT programs and suggests similar
benefits to online programs and increased accessibility (Comer et al., 2017; DuPaul et al., 2018).
It has been challenging for researchers to study what factors may prevent those who never enroll
in BPT programs from participating (Chacko et al., 2016). Additionally, as this case study was
intended to delve deeply into characteristics of a small sample of participants, generalizability to
other samples was not the intent. It would be helpful to continue research on online-delivery of
the DOCS parenting programs to determine how effective these programs are in this format
compared to in-person. It also would be helpful to research potential influences on engagement
in online BPT programs such as the size of the group, use of lesson recordings, and efforts made
to increase familiarity and rapport with participants.
Conclusions
Early intervention for challenging behaviors in early childhood is critical for influencing
children’s developmental trajectories, and a well-researched intervention used for this population
is BPT (Eyberg et al., 2008). To fully access and benefit from BPT, participants must engage in
these programs by attending them, adopting new strategies, and practicing new skills (Becker et
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al., 2015; Chacko et al., 2016; Duppong-Hurley et al., 2016; Ingoldsby, 2010; Lindsey et al.,
2014; Mah & Johnston, 2008; Martinez et al., 2015; Nix et al., 2009). Challenges or barriers to
participating in these programs are common, and only 26% of participants complete these
programs after entering (Chacko et al., 2016). For this reason, research on promoting
engagement in its various forms has been critical.
This study provided an in-depth analysis of a group of parents completing a BPT program
online. This group reported few barriers to participating and engaged well in treatment as
measured by their attendance, relationship with therapist, and attitudes toward treatment. Despite
this group’s consistent attendance and positive attitudes toward treatment, they reported
challenges remembering to practice skills at home, managing childcare during meetings, and
sharing learned strategies with coparents. Some suggestions were offered that could make
attending an online BPT program more convenient, such as providing recordings of lecture
content to review at their leisure. It is recommended that future research and practitioners
continue to examine ways BPT programs can be made more accessible for families in different
circumstances. By increasing engagement and access to these programs, it is hoped families will
better benefit from these early interventions that can shape their children’s development.

79

References
Abikoff, H. B., Thompson, M., Laver-Bradbury, C., Long, N., Forehand, R. L., Miller Brotman,
L., . . . Sonuga-Barke, E. (2015). Parent training for preschool ADHD: A randomized
controlled trial of specialized and generic programs. Journal of Child Psychology and
Psychiatry, 56(6), 618-631. doi:10.1111/jcpp.12346
Achenbach, T. M., & Edelbrock, C. S. (1983). Manual for the child behavior checklist and
revised child behavior profile: Department of Psychiatry of the University of Vermont.
Agazzi, H., Salinas, A., Williams, J., Chiriboga, D., Ortiz, C., & Armstrong, K. (2010).
Adaptation of a behavioral parent‐training curriculum for Hispanic caregivers: HOT
DOCS Español. Infant Mental Health Journal, 31(2), 182-200.
American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental
Disorders (DSM-5®): American Psychiatric Association. Washington, DC.
Armstrong, K., Agazzi, H., Childres, J., & Lilly, C. (2010). Helping Our Toddlers: Developing
Our Children's Skills (HOT DOCS), Second Edition. Tampa, FL: University of South
Florida.
Armstrong, K., Hornbeck, M., Beam, B., Mack, K., & Popkave, K. (2006). Evaluation of a
curriculum designed for caregivers of young children with challenging behavior. Journal
of Early Childhood and Infant Psychology, 2, 51.
Armstrong, K., Lilly, C., & Curtiss, H. (2006). Helping our Toddlers: Developing our Children’s
Skills. Tampa, FL: University of South Florida.

80

Becker, K. D., Lee, B. R., Daleiden, E. L., Lindsey, M., Brandt, N. E., & Chorpita, B. F. (2015).
The common elements of engagement in children's mental health services: Which
elements for which outcomes? Journal of Clinical Child & Adolescent Psychology, 44(1),
30-43. doi:10.1080/15374416.2013.814543
Bennett, C., Barlow, J., Huband, N., Smailagic, N., & Roloff, V. (2013). Group-based parenting
programs for improving parenting and psychosocial functioning: A systematic review.
Journal of the Society for Social Work and Research, 4(4), 300-332.
doi:10.5243/jsswr.2013.20
Boggs, S. R., Eyberg, S. M., & Reynolds, L. A. (1990). Concurrent validity of the Eyberg Child
Behavior Inventory. Journal of Clinical Child Psychology, 19(1), 75-78.
Bradshaw, C. P., Schaeffer, C. M., Petras, H., & Ialongo, N. (2010). Predicting negative life
outcomes from early aggressive–disruptive behavior trajectories: Gender differences in
maladaptation across life domains. Journal of Youth & Adolescence, 39(8), 953-966.
doi:10.1007/s10964-009-9442-8
Breitenstein, S. M., Hill, C., & Gross, D. (2009). Understanding disruptive behavior problems in
preschool children. Journal of Pediatric Nursing, 24(1), 3-12.
doi:10.1016/j.pedn.2007.10.007
Bronfenbrenner, U. (1979). The ecology of human development: Experiments by nature and
design. Cambridge, Massachusetts: Harvard University Press.
Burns, G. L., & Patterson, D. R. (2001). Normative data on the Eyberg Child Behavior Inventory
and Sutter-Eyberg Student Behavior Inventory: Parent and teacher rating scales of
disruptive behavior problems in children and adolescents. Child & Family Behavior
Therapy, 23(1), 15-28.

81

Burt, K. B., & Roisman, G. I. (2010). Competence and psychopathology: Cascade effects in the
NICHD study of early child care and youth development. Development and
Psychopathology, 22(03), 557-567.
Campbell, S. B. (1995). Behavior problems in preschool children: A review of recent research.
Journal of Child Psychology & Psychiatry, 36(1), 113-149. doi:0021-9630/9.5
Chacko, A., Jensen, S. A., Lowry, L. S., Cornwell, M., Chimklis, A., Chan, E., . . . Pulgarin, B.
(2016). Engagement in behavioral parent training: Review of the literature and
implications for practice. Clinical Child and Family Psychology Review, 19(3), 204-215.
doi:10.1007/s10567-016-0205-2
Chacko, A., Wymbs, B. T., Rajwan, E., Wymbs, F., & Feirsen, N. (2017). Characteristics of
parents of children with ADHD who never attend, drop out, and complete behavioral
parent training. Journal of Child and Family Studies, 26(3), 950-960.
doi:10.1007/s10826-016-0618-z
Childres, J. L., Agazzi, H., & Armstrong, K. (2011). Evaluating outcomes of a behavioral parent
training program for caregivers of young children: Waitlist control vs. immediate
treatment. Journal of Early Childhood and Infant Psychology, 25.
Childres, J. L., Shaffer-Hudkins, E., & Armstrong, K. (2012). Helping Our Toddlers, Developing
Our Children's Skills (HOT DOCS): A Problem-Solving Approach for Parents of Young
Children with Autism Spectrum Disorders. Journal of Early Childhood & Infant
Psychology (8).
Comer, J. S., Chow, C., Chan, P. T., Cooper-Vince, C., & Wilson, L. A. (2013). Psychosocial
treatment efficacy for disruptive behavior problems in very young children: A metaanalytic examination. Journal of the American Academy of Child and Adolescent
Psychiatry, 52(1), 26-36. doi:10.1016/j.jaac.2012.10.001
82

Comer, J. S., Furr, J. M., Miguel, E. M., Cooper-Vince, C. E., Carpenter, A. L., Elkins, R. M.,
Kerns, C. E., Cornacchio, D., Chou. T., Coxe, S., DeSerisy, M., Sanchez, A. L., Golik,
A., Martin, J., Myers, K. M., & Chase, R. (2017). Remotely delivering real-time parent
training to the home: An initial randomized trial of internet-delivered parent–child
interaction therapy (I-PCIT). Journal of Consulting and Clinical Psychology, 85(9), 909917. http://dx.doi.org/10.1037/ccp0000230
Cooper, J. O., Heron, T. E., & Heward, W. L. (2007). Applied Behavior Analysis, Second
Edition. Upper Saddle River, N.J: Pearson/Merrill-Prentice Hall.
de Greef, M., Pijnenburg, H. M., van Hattum, M. J. C., McLeod, B. D., & Scholte, R. H. J.
(2017). Parent-professional alliance and outcomes of child, parent, and family treatment:
A systematic review. Journal of Child and Family Studies, 26(4), 961-976.
doi:10.1007/s10826-016-0620-5
Dishion, T. J., Brennan, L. M., Shaw, D. S., McEachern, A. D., Wilson, M. N., & Jo, B. (2014).
Prevention of problem behavior through annual family check-ups in early childhood:
Intervention effects from home to early elementary school. Journal of Abnormal Child
Psychology, 42(3), 343-354.
DuPaul, G. J., Kern, L., Belk, G., Custer, B., Daffner, M., Hatfield, A., Daffner, M., & Peek, D.
(2017). Face-to-face versus online behavioral parent training for young children at risk
for ADHD: Treatment engagement and outcomes. Journal of Clinical Child &
Adolescent Psychology, 47(1). https://doi.org/10.1080/15374416.2017.1342544
Duppong-Hurley, K., Hoffman, S., Barnes, B., & Oats, R. (2016). Perspectives on engagement
barriers and alternative delivery formats from non-completers of a community-run
parenting program. Journal of Child and Family Studies, 25(2), 545-552.

83

Eyberg, S. M. (1988). Parent-child interaction therapy: Integration of traditional and behavioral
concerns. Child & Family Behavior Therapy, 10(1), 33-46.
Eyberg, S. M., Nelson, M. M., & Boggs, S. R. (2008). Evidence-based psychosocial treatments
for children and adolescents with disruptive behavior. Journal of Clinical Child &
Adolescent Psychology, 37(1), 215-237. doi:10.1080/15374410701820117
Eyberg, S. M., & Pincus, D. (1999). Eyberg Child Behavior Inventory and Sutter-Eyberg Student
Behavior Inventory-Revised: Professional manual: Psychological Assessment Resources.
Funderburk, B. W., Eyberg, S. M., Rich, B. A., & Behar, L. (2003). Further psychometric
evaluation of the Eyberg and Behar rating scales for parents and teachers of preschoolers.
Early Education and Development, 14(1), 67-82.
Gearing, R. E., Townsend, L., Elkins, J., El-Bassel, N., & Osterberg, L. (2014). Strategies to
predict, measure, and improve psychosocial treatment adherence. Harvard Review of
Psychiatry, 22(1), 31-45.
Gleason, M. M., Egger, H. L., Emslie, G. J., Greenhill, L. L., Kowatch, R. A., Lieberman, A. F.,
. . . Zeanah, C. H. (2007). Psychopharmacological treatment for very young children:
Contexts and guidelines. Journal of the American Academy of Child & Adolescent
Psychiatry, 46(12), 1532-1572. doi:http://dx.doi.org/10.1097/chi.0b013e3181570d9e
Greenhill, L., Kollins, S., Abikoff, H., McCracken, J., Riddle, M., Swanson, J., . . . Cooper, T.
(2006). Efficacy and safety of immediate-release methylphenidate treatment for
preschoolers with ADHD. Journal of the American Academy of Child and Adolescent
Psychiatry(11), 1284.
Holtrop, K., Parra-Cardona, J. R., & Forgatch, M. S. (2014). Examining the process of change in
an evidence-based parent training intervention: A qualitative study grounded in the

84

experiences of participants. Prevention Science, 15(5), 745-756. doi:10.1007/s11121013-0401-y
Ingersoll, B., Shannon, K., Berger, N., Pickard, K, & Holtz, B., (2017). Self-directed telehealth
parent-mediated intervention for children with autism spectrum disorder: Examination of
the potential reach and utilization in community settings. Journal of Medical Internet
Research, 19(7). doi:10.2196/jmir.7484
Ingoldsby, E. M. (2010). Review of interventions to improve family engagement and retention in
parent and child mental health programs. Journal of Child and Family Studies, 19(5),
629-645.
Jones, H. A., Putt, G. E., Rabinovitch, A. E., Hubbard, R., & Snipes, D. (2017). Parenting Stress,
Readiness to Change, and Child Externalizing Behaviors in Families of Clinically
Referred Children. Journal of Child and Family Studies, 26(1), 225-233.
doi:http://dx.doi.org/10.1007/s10826-016-0547-x
Jones, K., Daley, D., Hutchings, J., Bywater, T., & Eames, C. (2008). Efficacy of the Incredible
Years Programme as an early intervention for children with conduct problems and
ADHD: Long-term follow-up. Child: Care, Health & Development, 34(3), 380-390.
doi:10.1111/j.1365-2214.2008.00817.x
Kaminski, J. W., Valle, L. A., Filene, J. H., & Boyle, C. L. (2008). A meta-analytic review of
components associated with parent training program effectiveness. Journal of Abnormal
Child Psychology, 36(4), 567-589.
Kazdin, A. E. (1996). Dropping out of child psychotherapy: Issues for research and implications
for practice. Clinical Child Psychology and Psychiatry, 1(1), 133-156.
doi:10.1177/1359104596011012

85

Kazdin, A. E. (2016). Implementation and evaluation of treatments for children and adolescents
with conduct problems: Findings, challenges, and future directions. Psychotherapy
Research, 1-15. doi:10.1080/10503307.2016.1208374
Kazdin, A. E., Holland, L., & Crowley, M. (1997). Family experience of barriers to treatment
and premature termination from child therapy. Journal of Consulting and Clinical
Psychology, 65(3), 453.
Kazdin, A. E., Holland, L., Crowley, M., & Breton, S. (1997). Barriers to Treatment
Participation Scale: Evaluation and validation in the context of child outpatient treatment.
Journal of Child Psychology & Psychiatry, 38(8), 1051-1062. doi:0021 9630/97
Kazdin, A. E., & McWhinney, E. (2017). Therapeutic alliance, perceived treatment barriers, and
therapeutic change in the treatment of children with conduct problems. Journal of Child
and Family Studies. doi:10.1007/s10826-017-0869-3
Koerting, J., Smith, E., Knowles, M., Latter, S., Elsey, H., McCann, D., . . . Sonuga-Barke, E.
(2013). Barriers to, and facilitators of, parenting programmes for childhood behaviour
problems: A qualitative synthesis of studies of parents’ and professionals’ perceptions.
European Child & Adolescent Psychiatry, 22(11), 653-670.
Lage, M. J., Platt, G. J., & Treglia, M. (2000). Inverting the classroom: a gateway to creating an
inclusive learning environment. Journal of Economic Education, 31(1), 30–43.
https://doi-org.ezproxy.lib.usf.edu/10.2307/1183338
Lindsey, M. A., Brandt, N. E., Becker, K. D., Lee, B. R., Barth, R. P., Daleiden, E. L., &
Chorpita, B. F. (2014). Identifying the common elements of treatment engagement
interventions in children’s mental health services. Clinical Child and Family Psychology
Review, 17(3), 283-298.

86

Lynne-Landsman, S. D., Bradshaw, C. P., & Ialongo, N. S. (2010). Testing a developmental
cascade model of adolescent substance use trajectories and young adult adjustment.
Development and Psychopathology, 22(4), 933-948. doi:10.1017/S0954579410000556
Mah, J. W., & Johnston, C. (2008). Parental social cognitions: Considerations in the acceptability
of and engagement in behavioral parent training. Clinical Child and Family Psychology
Review, 11(4), 218-236.
Martinez, J. I., Lau, A. S., Chorpita, B. F., & Weisz, J. R. (2015). Psychoeducation as a mediator
of treatment approach on parent engagement in child psychotherapy for disruptive
behavior. Journal of Clinical Child & Adolescent Psychology, 1-15.
Masten, A. S., Roisman, G. I., Long, J. D., Burt, K. B., Obradović, J., Riley, J. R., . . . Tellegen,
A. (2005). Developmental cascades: Linking academic achievement and externalizing
and internalizing symptoms over 20 years. Developmental Psychology, 41(5), 733-746.
McMahon, R. J., & Forehand, R. L. (2003). Helping the noncompliant child: Family-based
treatment for oppositional behavior: Guilford Press.
Merriam, S. B. (1998). Qualitative Research and Case Study Applications in Education. San
Francisco, CA: Jossey-Bass.
Moilanen, K. L., Shaw, D. S., & Maxwell, K. L. (2010). Developmental cascades: Externalizing,
internalizing, and academic competence from middle childhood to early adolescence.
Development and Psychopathology, 22(03), 635-653.
Niec, L. N., Barnett, M. L., Gering, C. L., Triemstra, K., & Solomon, D. T. (2015). Differences
in mothers' and fathers' readiness for change in parent training. Child & Family Behavior
Therapy, 37(3), 224-235.

87

Nix, R. L., Bierman, K. L., & McMahon, R. J. (2009). How attendance and quality of
participation affect treatment response to parent management training. Journal of
Consulting and Clinical Psychology, 77(3), 429.
Nock, M. K., & Ferriter, C. (2005). Parent management of attendance and adherence in child and
adolescent therapy: A conceptual and empirical review. Clinical Child and Family
Psychology Review, 8(2), 149-166.
Nock, M. K., & Kazdin, A. E. (2001). Parent expectancies for child therapy: Assessment and
relation to participation in treatment. Journal of Child and Family Studies, 10(2), 155180.
Patterson, G. R., Dishion, T. J., & Bank, L. (1984). Family interaction: A process model of
deviancy training. Aggressive Behavior, 10(3), 253-267.
Polanczyk, G. V., Salum, G. A., Sugaya, L. S., Caye, A., & Rohde, L. A. (2015). Annual
Research Review: A meta‐analysis of the worldwide prevalence of mental disorders in
children and adolescents. Journal of Child Psychology and Psychiatry, 56(3), 345-365.
Prinz, R. J., & Miller, G. E. (1994). Family-based treatment for childhood antisocial behavior:
Experimental influences on dropout and engagement. Journal of Consulting and Clinical
Psychology, 62(3), 645-650. doi:10.1037/0022-006X.62.3.645
Rajwan, E., Chacko, A., & Moeller, M. (2012). Nonpharmacological interventions for preschool
ADHD: State of the evidence and implications for practice. Professional Psychology:
Research and Practice, 43(5), 520-526. doi:10.1037/a0028812
Salinas, A., Smith, J. C., & Armstrong, K. (2011). Engaging fathers in behavioral parent training:
Listening to fathers' voices. Journal of Pediatric Nursing, 26(4), 304-311.
doi:10.1016/j.pedn.2010.01.008

88

Sanders, M. R. (1999). Triple P-Positive Parenting Program: Towards an empirically validated
multilevel parenting and family support strategy for the prevention of behavior and
emotional problems in children. Clinical Child and Family Psychology Review, 2(2), 7190.
Sanders, M. R. (2008). Triple P-Positive Parenting Program as a public health approach to
strengthening parenting. Journal of Family Psychology, 22(4), 506.
Sanders, M. R., Markie-Dadds, C., Tully, L. A., & Bor, W. (2000). The Triple P-Positive
Parenting Program: A comparison of enhanced, standard, and self-directed behavioral
family intervention for parents of children with early onset conduct problems. Journal of
Consulting and Clinical Psychology, 68(4), 624.
Schuhmann, E., Foote, R., Eyberg, S. M., Boggs, S. R., & Algina, J. (1998). Efficacy of parentchild interaction therapy: Interim report of a randomized trial with short-term
maintenance. Journal of Clinical Child Psychology, 27(1), 34-45.
doi:10.1207/s15374424jccp2701_4
Shaffer-Hudkins, E., Ogg, J. A., & Armstrong, K. (2010). Developing Our Children’s Skills for
Success. Training Manual. Tampa, FL: University of South Florida.
Shriver, M. D., & Allen, K. D. (2010). Parent training: Working with families to develop and
implement interventions. In G. G. Peacock, R. A. Erwin, E. D. Daly, & K. W. Merrell
(Eds.), Practical handbook of school psychology: Effective practices for the 21st century
(pp. 408-421). New York: The Guilford Press.
Smith, E., Koerting, J., Latter, S., Knowles, M. M., McCann, D. C., Thompson, M., & SonugaBarke, E. J. (2014). Overcoming barriers to effective early parenting interventions for
attention-deficit hyperactivity disorder (ADHD): Parent and practitioner views. Child:
Care, Health and Development, 41(1), 93-102. doi:10.1111/cch.12146
89

Smith, J. D., Dishion, T. J., Shaw, D. S., & Wilson, M. N. (2015). Negative relational schemas
predict the trajectory of coercive dynamics during early childhood. Journal of Abnormal
Child Psychology, 43(4), 693-703.
Smith, J. D., Dishion, T. J., Shaw, D. S., Wilson, M. N., Winter, C. C., & Patterson, G. R.
(2014). Coercive family process and early-onset conduct problems from age 2 to school
entry. Development & Psychopathology, 26(4pt1), 917.
Smith, L. (1978). An evolving logic of participant observation, educational ethnography, and
other case studies. In L. Shulman (Ed.), Review of researching education (pp. 316-377).
Itasca, IL: F. E. Peacock.
Stake, R. E. (1995). The art of case study research. Thousand Oaks, CA: SAGE Publications.
Tremblay, R. E., Nagin, D. S., Séguin, J. R., Zoccolillo, M., Zelazo, P. D., Boivin, M., . . . Japel,
C. (2004). Physical aggression during early childhood: Trajectories and predictors.
Pediatrics, 42-50. doi:10.1542/peds.114.1.e43
Valdez, C. R., Lambert, S. F., & Ialongo, N. S. (2011). Identifying patterns of early risk for
mental health and academic problems in adolescence: A longitudinal study of urban
youth. Child Psychiatry and Human Development, 42(5), 521-538. doi:10.1007/s10578011-0230-9
Waller, R., Gardner, F., Dishion, T., Sitnick, S. L., Shaw, D. S., Winter, C. E., & Wilson, M.
(2014). Early parental positive behavior support and childhood adjustment: Addressing
enduring questions with new methods. Social Development, 24(2), 304-322.
Webster Stratton, C. (2000). The IY Training Series. Juvenile Justice Bulletin.
Webster-Stratton, C. (2003). The Incredible Years: Parent, Teacher, and Child Training Series
(IYS). Paper presented at the Preventing Violence and Related Health-Risking Social
Behaviors in Adolescents: An NIH State-of-the-Science Conference.
90

Webster-Stratton, C., & Hammond, M. (1997). Treating children with early-onset conduct
problems: A comparison of child and parent training interventions. Journal of Consulting
and Clinical Psychology, 65(1), 93-109. doi:0022-006X/97/$3.CIO
Werba, B. E., Eyberg, S. M., Boggs, S. R., & Algina, J. (2006). Predicting outcome in parentchild interaction therapy: Success and attrition. Behavior Modification, 30(5), 618-646.
Williams, J. L., Armstrong, K. H., Agazzi, H., & Bradley-Klug, K. L. (2010). Helping our
toddlers, developing our children's skills (HOT DOCS): A parenting intervention to
prevent and address challenging behavior in young children. Journal of Early Childhood
and Infant Psychology, 1.
Yin, R. K. (2018). Case study research: Design and methods (6th ed.). Los Angeles, CA: Sage
Publications, Inc.

91

Appendix A: Recruitment Flyer

Figure A1. Recruitment Flyer
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Appendix B: Initial Screening Phone Call Script
Hi, this is Natalie Leedy. I received your [phone call/email] about your interest in the parent
training class, DOCS for Success. Is this a good time to talk?
[If yes, continue. If no, ask when a good time would be to talk and call back later]
How did you hear about this?

This is a study I am doing about a parenting program called Developing Our Children’s Skills for
Success, or DOCS for Success. This is a class to help teach parents and caregivers positive ways
of managing children’s behavior. The group will meet once a week at [school name] for about 2
hours and 15 minutes. We will meet for 6 weeks. This is a group for caregivers and does not
include children. It was more of a parent support group format with some practice activities you
can do at home with your child. In the class, we will discuss research on child development and
how to prevent challenging behaviors from occurring while teaching positive behaviors for kids.
There were opportunities for discussion to help problem-solve any challenges you might be
experiencing. There is no cost to participate.

Are you still interested in participating in this parent training study?
[If they respond yes or otherwise indicate their interest, proceed]
[If they respond no or provide ambiguous response:] Would you mind please sharing with me
what might be preventing you from being interested in participating?

[Clarify understanding and answer any potential questions]
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Your participation in this study would be voluntary and you would have the right to withdraw
from the study at any point. Any data I collect were kept private and confidential and only a
summary of the data combined from all participants, without identifying information, were
shared. Participants were given the option to review de-identified transcripts to check for content
validity if interested.

Check for inclusion/exclusion criteria:
[If meet criteria for study, continue; if no to any criteria, inform them they are ineligible to
participate in this study and thank them for their time and interest]

Are you at least 18 years old?
How old is your child? [confirm within range of 5-12 years old]
Are you currently involved with the child welfare system?

[If meet criteria] Great, thank you for your time. I am working on finding a time that would best
suite our participants. Is there a certain day/time that you know would work best for your
schedule in the next few weeks?

Once I hear back from others, I were in touch about when we can start. What is your preferred
method of contact?
Please feel free to call or email me in the meantime if you have any questions [provide contact
information].
Are there any questions you have or things I can clarify now?
Thank you again for your time and interest. I look forward to being in touch and meeting with
you soon.
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Appendix C: Research Participant Informed Consent Form
•
•
•

Informed Consent to Participate in Research Involving Minimal Risk
Information to Consider Before Taking Part in this Research Study

Title: Parent Engagement in an Online Behavioral Parent Training Program: A Case Study
Pro # 378

Overview: You are being asked to take part in a research study. The information in this
document should help you to decide if you would like to participate. The sections in this
Overview provide the basic information about the study. More detailed information is provided
in the remainder of the document.
Study Staff: This study is being led by Natalie Leedy, who is a doctoral student at the
University of South Florida. This person is called the Principal Investigator. She is being
guided in this research by Dr. Kathy Bradley-Klug. Other approved research staff may act on
behalf of the Principal Investigator.
Study Details: This study is being conducted at a K-12 research lab school at a public
university in the southeast. The purpose of the study is to determine if a parenting program
called Developing Our Children’s Skills for Success (DOCS for Success) helps teach
parents/caregivers strategies to reduce their children’s challenging behaviors. Participants
were asked to complete questionnaires and rate how often their children display challenging
behaviors, how often they are able to practice new skills learned in the class, how well they
understand what is taught in the class, any challenges attending the class or practicing skills,
and their views about whether they find the class helpful. They were asked to participate in a
six-week class that meets once a week for two hours and 15 minutes each class. During each
class, they will spend about 15 minutes completing questionnaires or answering questions in
a discussion. As part of the class, brief homework/practice activities were assigned to
complete when interacting with their children (approximately 5 minutes daily). Prior to the
first session, participants were asked to complete some questionnaires online that will take
approximately 20 minutes.
Participants: You are being asked to take part because you are a primary caregiver of a
school-aged child with some challenging behaviors. We want to see how this program helps
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you learn new strategies to help manage challenging behaviors. Participants must be at least
18 years old and be the primary caregivers of school-aged children ages 5-12 who are not
involved with the child welfare system.
Voluntary Participation: Your participation is voluntary. You do not have to participate and
may stop your participation at any time. There were no penalties or loss of benefits or
opportunities if you do not participate or decide to stop once you start. In the event you do
not want any of your data used, you must explicitly inform the PI of that in writing (e.g., via
email). Alternatives to participating in the study include participating in a brief phone
interview to answer some questions about what were challenges that prevented you from
attending the class for the full six weeks. The PI will contact you if you are absent from
sessions.
Benefits, Compensation, and Risk: The potential benefits include learning parenting
strategies based on research for reducing children’s challenging behaviors. There is no cost to
participate. You will not be financially compensated for your participation. It is possible you
may have increased stress due to the time commitment involved with participating in this
study. It is also possible you may not learn new parenting strategies or decrease the level of
challenging behaviors your child experiences.
Confidentiality: Even if we publish the findings from this study, we will keep your study
information private and confidential. Anyone with the authority to look at your records must
keep them confidential.

Why are you being asked to take part?
You are being asked to participate in this study because your child (or a child you care for) is
displaying challenging behaviors. You may benefit from learning behavioral strategies based in
research to help manage these challenging behaviors.

Study Procedures:
You were asked to participate in a parenting class that meets weekly for two hours and fifteen
minutes over the course of six weeks. During the class, you will learn about parenting practices
and will engage in group discussions about the behaviors or challenges you face while parenting.
During each session you were asked to complete rating scales about your experiences,
discussions, and practice learned skills at home with your child(ren).
At each visit, for six weeks, you were asked to:
• Complete a rating scale that asks about the challenging behaviors your child experiences
(about 10 minutes).
• You will have weekly skills assigned for practice at home (e.g., spending five minutes of
quality time per day with your child).
• During at least two of these visits, a brief group discussion (15 minutes) will take place to
discuss progress with learning new strategies, practicing skills, and challenges
encountered. These discussions were recorded for analysis by the primary investigator,
but participants were given an option to agree to the recording. Tapes were kept locked in
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a secured laptop/storage drive maintained by the primary investigator for five years after
the final report of this study is submitted to the IRB. After these five years, recordings
were deleted from the primary investigator’s drive.

Total Number of Participants
About 10 individuals will take part in this study at a K-12 research lab school at a public
university in the southeast.

Alternatives / Voluntary Participation / Withdrawal
Alternatives to participating in the study include completing a brief phone interview to report
challenges to your participation in the classes.
You should only take part in this study if you want to volunteer. You should not feel that there is
any pressure to take part in the study. You are free to participate in this research or withdraw at
any time. There were no penalty or loss of benefits you are entitled to receive if you stop taking
part in this study.

Benefits
The potential benefits of participating in this research study include:
• Learning parenting strategies based on research for reducing children’s challenging
behaviors

Risks or Discomfort
The following risks may occur:
• Increased stress due to the time commitment needed to participate in the study and
parenting course.
• This intervention may not increase your knowledge of parenting practices or decrease
your child’s challenging behaviors.

Compensation
You will receive no payment or other compensation for taking part in this study.

Costs
It will not cost you anything to take part in the study.

Privacy and Confidentiality
We will do our best to keep your records private and confidential. We cannot guarantee absolute
confidentiality. Your personal information may be disclosed if required by law. Certain people
may need to see your study records. These individuals include:
•

The research team, including the Principal Investigator, study coordinator, and
research assistants.
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•

Certain government and university people who need to know more about the study.
For example, individuals who provide oversight on this study may need to look at
your records. This is done to make sure that we are doing the study in the right way.
They also need to make sure that we are protecting your rights and your safety.

•

The USF Institutional Review Board (IRB) and its related staff who have oversight
responsibilities for this study, and staff in USF Research Integrity and Compliance.

If completing an online survey, it is possible, although unlikely, that unauthorized individuals
could gain access to your responses. Confidentiality was maintained to the degree permitted by
the technology used. No guarantees can be made regarding the interception of data sent via the
Internet. However, your participation in this online survey involves risks similar to a person’s
everyday use of the Internet. If you complete and submit an anonymous survey and later request
your data be withdrawn, this may or may not be possible as the researcher may be unable to
extract anonymous data from the database.
Data collected for this research were stored by the primary investigator in a password-protected
database for at least five years after IRB approval has expired.
Your personal information collected for this research were kept as long as it is needed to conduct
this research. Once your participation in the research is over, your information will be stored in
accordance with applicable policies and regulations. Your permission to use your personal data
will not expire unless you withdraw it in writing. You may withdraw or take away your
permission to use and disclose your information at any time. You do this by sending written
notice to the Principal Investigator at the following address: nhofmann@mail.usf.edu.
While we are conducting the research study, we cannot let you see or copy the research
information we have about you. After the research is completed, you have a right to see the
information about you, as allowed by USF policies.
If you have concerns about the use or storage of your personal information, you have a right to
lodge a complaint with the data supervisory authority in your country.
Please be advised that although the researchers will take every precaution to maintain
confidentiality of the data, the nature of group discussions prevents the researchers from
guaranteeing confidentiality. The researchers would like to remind you to respect the privacy of
your fellow participants and not repeat what is said in the group discussions to others.

What if new information becomes available about the study?

During the course of this study, we may find more information that could be important to you.
This includes information that, once learned, might cause you to change your mind about being
in this study. We will notify you as soon as possible if such information becomes available.

You can get the answers to your questions, concerns, or complaints.
If you have any questions, concerns or complaints about this study, call Natalie Leedy. If you
have questions about your rights, complaints, or issues as a person taking part in this study, call
the USF IRB at (813) 974-5638 or contact by email at RSCH-IRB@usf.edu.
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Authorization to Use and Disclose Protected Health Information (HIPAA
Language)
The federal privacy regulations of the Health Insurance Portability & Accountability Act
(HIPAA) protect your identifiable health information. By signing this form, you are
permitting the University of South Florida to use your health information for research
purposes. You are also allowing us to share your health information with individuals or
organizations other than USF who are also involved in the research and listed below.
In addition, the following groups of people may also be able to see your health information and
may use that information to conduct this research:
•

The primary investigator and research assistants

•

The USF Institutional Review Board (IRB) their related staff who have oversight
responsibilities for this study, including staff in USF Research Integrity and Compliance
and the USF Health Office of Clinical Research.

•

Data Safety Monitoring Boards or others who monitor the data and safety of the study

Anyone listed above may use consultants in this research study and may share your information
with them. If you have questions about who they are, you should ask the study team. Individuals
who receive your health information for this research study may not be required by the HIPAA
Privacy Rule to protect it and may share your information with others without your permission.
They can only do so if permitted by law. If your information is shared, it may no longer be
protected by the HIPAA Privacy Rule.
By signing this form, you are giving your permission to use and/or share your health information
as described in this document. As part of this research, USF may collect, use, and share the
following information:
•

Your research record

•

Your child(ren)’s diagnoses (if relevant)

You can refuse to sign this form. If you do not sign this form you will not be able to take part in
this research study. However, your care outside of this study and benefits will not change. Your
authorization to use your data will not expire unless you revoke (withdraw) it in writing. You can
revoke your authorization at any time by sending a letter clearly stating that you wish to
withdraw your authorization to use your information in the research. If you revoke your
permission:
•

You will no longer be a participant in this research study

•

We will stop collecting new information about you
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•

We will use the information collected prior to the revocation of your authorization. This
information may already have been used or shared with others, or we may need it to
complete and protect the validity of the research; and

•

Staff may need to follow-up with you if there is a reason to do so.

To revoke your authorization, please write to:
Natalie Leedy
For IRB Study # ____________
nhofmann@mail.usf.edu
While we are conducting the research study, we cannot let you see or copy the research
information we have about you. After the research is completed, you have a right to see the
information about you, as allowed by USF policies.

Consent to Take Part in Research
I freely give my consent to take part in this study. I understand that by signing this form I am
agreeing to take part in research. I have received a copy of this form to take with me.
_______________________________________________________________
Signature of Person Taking Part in Study

Date

_______________________________________________________________
Printed Name of Person Taking Part in Study

Statement of Person Obtaining Informed Consent and Research
Authorization
I have carefully explained to the person taking part in the study what he or she can expect from
their participation. I confirm that this research participant speaks the language that was used to
explain this research and is receiving an informed consent form in their primary language. This
research participant has provided legally effective informed consent.
__________________________________________________________________________
Signature of Person Obtaining Informed Consent
Date
___________________________________________________________________________
Printed Name of Person Obtaining Informed Consent
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Appendix D: Demographics Form
PARENT INFORMATION
Your Name: __________________________________________________________________
Your Age: _____________
Your Race/Ethnicity:
☐ American Indian/Alaskan Native
☐ Asian/Asian Indian
☐ African American/Black
☐ Caucasian/White

☐ Native Hawaiian/Pacific Islander
☐ Hispanic/Latino
☐ Multi-racial (please specify): _______________
☐ Other (please specify): ____________________

Your current marital status:
☐ Single
☐ Married
☐ Committed Relationship

☐ Divorced
☐ Separated
☐ Widowed

What is your highest level of completed education?
☐ Less than High School
☐ Two-Year College Degree
☐ High School or Equivalent
☐ Four-Year College Degree
☐ Technical School Degree
☐ Graduate Degree
Are you currently employed?
☐ Yes
☐ No
Are you the child’s:
☐ Biological Parent
☐ Adoptive Parent
☐ Foster Parent

☐ Grandparent
☐ Other (please specify): ____________________

How many additional caregivers currently live in your home? ________________________
How many children currently live in your home? ___________________________________
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CHILD INFORMATION
Child’s Name: ___________________________________________________________
Child’s Age: _____________
Child’s Race/Ethnicity:
☐ American Indian/Alaskan Native
☐ Asian/Asian Indian
☐ African American/Black
☐ Caucasian/White

☐ Native Hawaiian/Pacific Islander
☐ Hispanic/Latino
☐ Multi-racial (please specify): _____________
☐ Other (please specify): __________________

Does your child currently receive any therapies or services?
☐ No
☐ Speech/Language Therapy
☐ Individual Counseling/Therapy for: ___________________________________
☐ Physical Therapy
☐ Occupational Therapy (OT)
☐ Group Counseling/Therapy for: ___________________________________
☐ Early Intervention Services (Early Steps)
☐ Special Education Services (School IEP)
☐ Other Therapies/Services (please specify): ___________________________________
Does your child currently attend school or daycare?
☐ Home with Parent/Relative
☐ Voluntary Pre-Kindergarten (VPK)
☐ Daycare (Friend/Relative)
☐ Elementary School
☐ Daycare (Professional)
☐ Other (please specify): __________________
☐ Preschool
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Appendix E: Session Fidelity Checklist
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Appendix F: Group Discussion Script
Moderator Introduction and Purpose of Group
Thank you for your participation in today’s class. In order to get an idea about your experience
with this class, I would like to spend about 10-15 minutes gathering your opinions and thoughts
about any challenges participating in this class or completing the practice, or things you think are
going well. I will lead our discussion by asking you questions and encouraging and moderating
our conversation.
This discussion was video recorded for research analysis, but as the informed consent form you
signed at the beginning of this study indicated, the identities of all participants will remain
confidential. It is important to me that you feel comfortable sharing your honest opinions and
commenting on other’s opinions without fear your words were taken out of context.
Group Rules and Expectations
1. Please be considerate when others are talking and allow one person to speak at a time. It
is important we can hear each person’s thoughts and opinions.
2. Not everyone has to answer every question, but it would be helpful to hear from each of
you as the discussion progresses.
3. There are no “right” or “wrong” answers. Besides learning about your experiences in this
class and with the practice at home, I hope to also use this as an opportunity for us to
problem-solve any challenges you may be experiencing with your children’s behaviors or
with content from this class.
4. What is discussed in here, stays in here. I will keep your information and what you share
confidential, and we need to collectively agree to keep what we discuss here private for
your fellow participants.
Questions
• What has motivated you so far to attend this course?
• How has it compared to your expectations?
• What are some strategies or practices you have been trying at home since starting this
class?
• What challenges have you been experiencing that might prevent you from practicing new
strategies?
• What challenges have you been experiencing coming to this class?
Conclusions
Thank you so much for your time and feedback today. Your thoughts and opinions are
invaluable, and I appreciate you sharing them with me.
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Appendix G: Researcher Journal Prompts
These questions are intended to guide my reflection about participant engagement in the class
and their interactions with me and each other.
•

•
•

•
•

What was my sense of participant engagement during the class?
o Did participants ask questions, volunteer their experiences to problem-solve, or
bring up topics of interest?
o Did participants display nonverbal cues of engagement?
Did they express agreement (or disagreement) with the core principles taught?
How did I perceive therapeutic alliance to be? Does the group seem to feel comfortable
sharing their experiences and opinions with each other? Do they seem comfortable
sharing these things with me?
Regarding attendance, did anyone mention barriers or facilitators related to their
attendance (or absence)?
Regarding homework completion, what did participants mention as being barriers or
facilitators to their completion of homework/practice?
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Appendix H: Barriers to Treatment Participation Scale

Barriers to Treatment Participation Scale (Parent)
Child's Name: ______________________ Parent's Name: _________________________
Date: _____________________________

DIRECTIONS
Coming to treatment is often difficult because of the many demands on parents and
families such as school, work, and other activities. It is important to understand different factors
and how they affected your participation and attendance in treatment. Please answer the items
below that were used to help us make our treatment better. As you answer the questions, please
think about your own situation only and things that you felt about coming to treatment. (All
answers are completely confidential.)
Below are common problems that come up in treatment. For each one, place a check ( 3)
for the answer that applies to you.
________
Never a
problem

________
Once in a
while

________
Sometimes a
problem
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________
Often a
problem

________
Very often a
problem

Please rate the extent to which various problems applied to you and were related to coming to
treatment.
1. My child refused to come to the sessions
________
________
________
Never a
Once in a
Sometimes a
problem
while
problem

________
Often a
problem

________
Very often a
problem

2. Transportation (getting a ride, driving, taking a bus) to the clinic for a session
________
________
________
________
________
Never a
Once in a
Sometimes a
Often a
Very often a
problem
while
problem
problem
problem
3. My child was in other activities (sports, music lessons) that made it hard to come to a session
________
________
________
________
________
Never a
Once in a
Sometimes a
Often a
Very often a
problem
while
problem
problem
problem
4. Scheduling of appointment times for treatment
________
________
________
Never a
Once in a
Sometimes a
problem
while
problem

________
Often a
problem

________
Very often a
problem

5. Treatment lasted too long (too many weeks)
________
________
________
Not too
Lasted a little
Lasted too
long
too long
long

________
Lasted much
too long

________
Lasted very
much too long

6. Treatment was in conflict with another of my activities (classes, job, friends)
________
________
________
________
________
Never
Once in a
Sometimes
Often
Very often
while
7. Treatment did not seem necessary
________
________
________
Treatment was
Treatment was
Needed
needed for my
needed quite a
child
bit

________
________
Needed a little
Treatment was
bit
not needed for
my child

8. I did not like the therapist
________
________
I liked the
I liked the
therapist
therapist
a lot

________
I did not like
the therapist
very much

________
I did not like
the therapist
at all

________

________

________
I liked the
therapist
a little

9. I felt that treatment cost too much
________
________
________
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Cost was
fine

Cost was
about right

Cost was
sort of high

Cost was
too high

Cost was
much too much

10. I was billed for the wrong amount
________
________
________
Never a
Once in a
Sometimes a
problem
while
problem

________
Often a
problem

11. Treatment was not what I expected
________
________
________
Just like
Mostly what
Sort of what
I expected
I expected
I expected

________
________
A little of what Not at all what
I expected
I expected

12. Information in the session and handouts seemed confusing
________
________
________
________
Not confusing
A little
Somewhat
Often
at all
confusing
confusing
confusing
13. My child had trouble understanding treatment
________
________
________
No trouble
Had a little
Sometimes
understanding
trouble
had trouble
treatment

________
I had
trouble

________
Very often a
problem

________
Very often
confusing
________
Had a lot
of trouble

14. During the course of treatment I experienced a lot of stress in my life
________
________
________
________
________
No stress during A little
Some
Moderate
A lot
treatment
bit of stress
stress
stress
of stress
15. I lost interest in coming to sessions
________
________
________
No I didn’t lose Yes, a little
Yes, I lost a
interest at all
moderate
amount

________
Lost most
of my interest

16. I was sick on the day when treatment was scheduled
________
________
________
________
Never a
Once in a
Sometimes a
Often a
problem
while
problem
problem
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________
I lost all of
my interest
in coming
________
Very often a
problem

17. My child was sick on the day when treatment was scheduled
________
________
________
________
Never a
Once in a
Sometimes a
Often a
problem
while
problem
problem

________
Very often a
problem

18. Crises at home made it hard for me to get to a session
________
________
________
________
Never a
Once in a
Sometimes a
Often a
problem
while
problem
problem

________
Very often a
problem

19. I felt I had to give too much personal information to the therapist
________
________
________
________
Never a
Once in a
Sometimes a
Often a
problem
while
problem
problem

________
Very often a
problem

20. Treatment added another stressor to my life
________
________
________
No added stress A little bit of
A moderate
from treatment
added stress
amount of
added stress

________
________
A good deal of
Treatment
added stress
added a great
deal of stress

21. I felt treatment did not seem as important as the sessions continued
________
________
________
________
As
A little less
Less
No longer as
important
important
important
important

________
Sessions not
important at all

22. I felt this treatment was more work than expected
________
________
________
________
________
Not more work A little more
More than
Quite a bit more Very much
than expected
than expected
expected
than expected
more work
than expected
23. The atmosphere at the clinic makes it uncomfortable for appointments
________
________
________
________
________
No, the
I am a little
I am
I am
It is very
atmosphere is
uncomfortable
uncomfortable
uncomfortable
uncomfortable
fine
quite a bit
there
24. I did not feel that I had enough to say about what goes on in treatment
________
________
________
________
________
Not a
A slight
A problem
A big
A very big
problem
problem
problem
problem
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25. I feel treatment did not focus on my life and problems
________
________
________
________
________
Treatment
A little related
Not really
Treatment was
Treatment was
related to my
to my problems related to my
unrelated to my very unrelated
problems
problems
problems
to my problems
26. The therapist did not seem confident that treatment would work for my child
________
________
________
________
________
Never a
Once in a
Sometimes a
Often a
Very often a
problem
while
problem
problem
problem
27. The therapist did not seem confident in my ability to carry out programs
________
________
________
________
________
Never a
Once in a
Sometimes a
Often a
Very often a
problem
while
problem
problem
problem
28. My child now has new or different problems
________
________
________
No new
A few new
Some new
problems
problems
problems

________
Quite a few
new problems

________
Many new
problems

29. My child's behavior seems to have improved; therefore, treatment no longer seems necessary
________
________
________
________
________
Child has
Child has
Improved
Not improved
Child has not
improved a lot
improved
a little
a lot
improved at all
30. Treatment did not seem to be working
________
________
________
Treatment
Treatment
Helped
helped a lot
helped most of
a little
the time

________
Hardly ever
helped

________
Treatment did
not help at all

31. There was bad weather and this made coming to treatment a problem
________
________
________
________
________
Never a
Once in a
Sometimes a
Often a
Very often a
problem
while
problem
problem
problem
32. I do not feel the therapist supported me or my efforts
________
________
________
________
Therapist was
Supportive most Supportive
Sometimes
very supportive of the time
supportive
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________
Therapist was
never
supportive

33. The assigned work for me to do as part of this treatment was much too difficult
________
________
________
________
________
Never
Sometimes
Too difficult
Often too
Very often
too difficult
too difficult
on average
difficult
too difficult
34. I did not have time for the assigned work
________
________
________
Never a
Once in a
Sometimes a
problem
while
problem

________
Often a
problem

35. My child was never home to do the assigned homework
________
________
________
________
Never a
Once in a
Sometimes a
Often a
problem
while
problem
problem
36. There was always someone sick in my home
________
________
________
________
Never a
Once in a
Sometimes a
Often a
problem
while
problem
problem
37. The therapist did not call often enough
________
________
________
Right amount
Called once
Called
of calling
in a while
sometimes

________
Called only
a few times

________
Very often a
problem
________
Very often a
problem
________
Very often a
problem
________
Therapist
never called

38. Getting a baby-sitter so I could come to the sessions
________
________
________
________
Never a
Once in a
Sometimes a
Often a
problem
while
problem
problem

________
Very often a
problem

39. Finding a place to park at the clinic
________
________
________
Never a
Once in a
Sometimes a
problem
while
problem

________
Very often a
problem

________
Often a
problem

40. I had a disagreement with my spouse or partner about whether we should come to treatment
at all
________
________
________
________
________
Never a
Once in a
Sometimes a
Often a
Very often a
problem
while
problem
problem
problem
41. I was too tired after work to come to a session
________
________
________
Never a
Once in a
Sometimes a
problem
while
problem
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________
Often a
problem

________
Very often a
problem

42. My job got in the way of coming to a session
________
________
________
Never a
Once in a
Sometimes a
problem
while
problem

________
Often a
problem

43. Treatment took time away from spending time with my children
________
________
________
________
Never a
Once in a
Sometimes a
Often a
problem
while
problem
problem

________
Very often a
problem
________
Very often a
problem

44. I had trouble with other children at home, which made it hard to come to treatment
________
________
________
________
________
Never a
Once in a
Sometimes a
Often a
Very often a
problem
while
problem
problem
problem
Below are a few situations, which make it difficult for some families to come to treatment. For
each one, check all of the answers that apply.
45. I moved to another house or apartment during the time my child was in treatment
_______
_______
Yes
No
46. My medical insurance did not cover this treatment
_______
_______
Yes
No
47. I moved too far away from clinic to come to treatments sessions (out of the area)
_______
_______
Yes
No
48. My family changed in size (another baby or someone moved in or out of the home)
_______
_______
Yes
No
49. I lost my job or had a change in income
_______
_______
Yes
No
50. I got a job or changed jobs
_______
_______
Yes
No
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51. There was an alcohol or drug problem in my family
_______
_______
Yes
No
52. There was physical or sexual abuse in my family
_______
_______
Yes
No
53. A close friend or relative got very sick or died during treatment
_______
_______
Yes
No
54. My child moved out of the home
_______
_______
Yes
No
55. My child was put into an inpatient program or residential program
_______
_______
Yes
No
56. I had legal problems (arrest, driving violations, etc.)
_______
_______
Yes
No
57. My child changed schools during treatment
_______
_______
Yes
No
58. I got separated or divorced
_______
_______
Yes
No
Comments About Coming to Treatment ____________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________

Thank you for completing this form
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Appendix I: Phone Call Script for Missed Sessions
Good morning/afternoon,
This is Natalie Leedy from DOCS for Success. I’m following up about our last meeting and just
wanted to briefly check in. Would you mind if I recorded this conversation?
[If they respond yes, proceed, if no, I will inform them that I would like to report a brief
anecdote that would be de-identified and ask if they would allow that]
I noticed you were absent from our last meeting and I was wondering if you would mind sharing
with me what prevented you from attending.
[Listen and respond as needed with paraphrasing to ensure I understand their comments]
Are you willing to continue this program?
[If yes:] Great, I look forward to seeing you then. Please let me know if anything else comes up
that may prevent you from attending.
[If no or provide ambiguous response:] Would you mind please sharing with me what might
prevent you from attending?
[Listen and respond as appropriate]
Thank you for your time and feedback.

119

Appendix J: DOCS for Success Program Evaluation Survey
ID Code________

DOCS for Success Program Evaluation

Strongly
Agree
1.

The DOCS program was beneficial to my family and/or my
professional practice.

2.

The presenter(s) were knowledgeable and effective in
communicating this topic.

3.

I am able to utilize these strategies with my children
and/or in my professional practice.

4.

The Child Led Play Activities promoted interactions with my
child and/or children I serve in my professional practice.

5.

The information I learned in DOCS has changed my
parenting or professional practices.

6.

DOCS strategies have positively impacted my child’s
behavior or the behavior of children I serve in my
professional practice.

7.

Overall, the DOCS program met my expectations.

Agree

Please rate how helpful you found the following materials by
checking the appropriate box.
Very Helpful Helpful
DOCS Chart
Child Led Play
Class PowerPoints
Handouts
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Disagree

Somewhat
Helpful

Strongly
Disagree

Not
Helpful

8.

How are you using the information you learned in DOCS? (check all that apply)
□ I used Child Led Play time with my child
□ I used Prevention Strategies (e.g., timer, natural endings, prompts, first-then board, etc.)
□ I used the Problem Solving Chart to understand my child’s behavior (triggers, consequences, etc.)
□ I shared what I learned with others
□ The information helped me improve daily interactions and my relationship with my child
□ I have changed my parenting attitude (e.g., I’m calmer, more in control, less frustrated)
□ Other (please specify):____________________________________________________

9.

What did you value most about taking the DOCS class? (check all that apply)
□ I learned specific parenting skills (e.g., preventions, new responses, child led play)
□ The positive support and interactions with other caregivers in similar situations as mine
□ The course materials were provided (e.g., PowerPoints, handouts)
□ I learned the skills to problem solve my child’s challenging behavior
□ Other (please specify): _____________________________________________________

10.

Please comment on what component of the DOCS class was most helpful to you.

11.

Please comment on what component of the DOCS class was least helpful to you.

12.

What changes or additions would you recommend to improve DOCS? (e.g., offer alternate locations,
increase time, change topics, additional topics etc.)

Thank you!
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